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tion should be deposited with the Secretary during the meetings, or sent to the New York 
office promptly afterward. Do not deposit carbon copies. 
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subscriptions, $13.00, including postage. Rates to medical students, junior and senior internes, 
residents in training during their first, second, or third training year, and also to graduate students 
in psychology, psychiatric social work, and psychiatric nursing, $5.00 (Canada $5.50). Single 
issues, $1.25. 
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A NEW EMOTIONAL 
STABILIZER FOR 
NEUROPSYCHIATRIC 
THERAPY 


Serpasil, in a recent study,' proved to be a 
valuable supplement in the treatment of 
neuropsychiatric conditions, including 
schizophrenia, paranoid and manic states, 
general paresis with psychosis and some 
cases of depression. In many instances it 
eliminated the need for electroshock 
therapy, restraints, seclusion and barbitu- 
rate sedation. 


Combative, uncooperative patients in gen- 
eral became friendly, cooperative, cheerful, 
sociable and more amenable to psycho- 
therapy under Serpasil. Hyperactive pa- 
tients became sedate, noisy patients quiet, 
depressed patients alert. 


Serpasil produced remissions jn 20 of the 
74 patients studied. Eight were discharged 
from the hospital. Long-term effects of 
treatment have not been determined. 


If extended studies confirm preliminary 
findings, the authors state, Serpasil will be 
one of the most important therapeutic 
agents in the history of psychiatry. 


Dosage information will be found in a CIBA 
advertisement elsewhere in this journal. 


Parenteral Solution (for psychiatric use only), 2.5 mg. 
Serpasil per ml., 2-ml. ampuls. 


Tablets, 1.0 mg. (scored), 0.25 mg. (scored), 0.1 mg. ' 
Elixir, 0.2 mg. Serpasil per 4-ml. teaspoonful. way 


1. Noce, R. H., Williams, D. B., and Rapaport, W.: J.A.M.A.; 156:821 (Oct.) 1954. 
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THE LATEST 

INSTRUMENT FOR 
ESTABLISHED 

TECHNIQUES 


THE ORIGINAL ELECTROSTIMULATORS 


MODEL RC-47C 


FREEDOM FROM SIDE EFFECTS 


Model RC-47C provides remarkable 
freedom from physical thrust, con- 
fusion, apnea, memory loss and 
other side effects. 


AUTOMATIC SAFEGUARDS 


Amazing reduction of thrust is automatically pro- 
vided even at full scale current. Patients are often 
breathing before completion of seizure. 


PREFERRED FOR 
AMBULATORY PRIVATE PRACTICE 


During treatment patients do not disturb quiet 
office atmosphere since confusion and excitements 
are avoided. These features are equally valuable in 
hospitals. 


VERSATILE EASY TO OPERATE 


The simple controls allow all established tech- 
niques. Merely switch to treatment and adjust cur- 
rent with only one control knob. 


INCREASED EFFICIENCY OF CURRENTS 


Minimal stimulation is required to produce an 
effective seizure. The use of such biological cur- 
rents tends to eliminate the undesirable electrical 
energy component which is the cause of unwanted 
side effects. 


RUGGEDNESS AND ACCURACY 


These instruments do not require adjustment for 


; very long periods of time. Yet they are so accurate 
ITER ELECTROSTIMULATORS as to allow for delicate work within the brain. 


RE USEDBY THE FOREMO: 
RAC ADVANCED TECHNIQUES 


STITUTIONS IN THIS Current, improved techniques are based on Model 
SOUNTRY AND ABROAD. _ RC-47C and provide the means of treating resistant 
and difficult cases with therapeutic success. 


ore then 140 references 
erature and texi-books. 


: 38 WEST 48th STREET, NEW YORK 36, N. Y. 


REUBEN REITER, Se.D. 
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THE NEWEST 
TRIUMPH OF 
CLINICAL DESIGN 
IN A.C. 

INSTRUMENTS 


The MOL-AC II 


TRADE MARK 


Second in a series of Reiter 
A.C. instruments. Automatically 
provides a remarkable 
diminution of thrust 

and softer seizure. 


The latest clinically proven Reiter A.C. instru- 
ment, the MOL-AC 11 provides unequalled 
ease of operation in the use of A.C. shock 
therapy. At a touch of the finger, the MOL- 
AC 11 automatically provides for an initial ap- 
plication of current ingeniously softened to 
greatly reduce thrust. There are no compli- 
cated dial settings, no warm-up delays, no 
timing devices to re-set—just plug into ordi- 
nary A.C. house current and the instrument 
is ready for use. 


Compactly designed to fit in a 3 by 5 inch steel 
case, the low cost MOL-AC 11 weighs only 
2 lbs. yet provides the same results as other 
A.C. instruments many times its size, weight 
and price. The MOL-AC 11 is priced at $85.00; 
with physician’s bag and attachments $95.00. 


The MOL-AC 1 is still available and is priced 
at $55.00; attachments and physician’s bag 
$10.00 additional. Also available is Dalter’s 
Photic-Stimulator, complete with stand, 
$125.00. All prices are FOB, New York. 
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multiple-dose 


Pentothal 


~ 


ae For greater ease and convenience in preparing 
r EN TOT H A u multiple-dose PENTOTHAL Solutions, two new self- 
SODIUM 
PENTOTHAL SODIUM 5 Gm. Sterile ( 


STERILE (250 cc. cap 


PENTOTHAL SODIUM / /0 Gm. 


CONTAINERS 


No additional mixing bottle is needed. The diluent is 
added directly to the sterile container. Graduations 
on the label indicate the amount of diluent necessary 
to provide desired concentration. 


contained, Abbo-Liter® type containers are available: 


...and for stock solutions 


NEW 


PENTOTHAL DISPENSING CAP 


A new plastic screw cap—specially designed for use 
with bulk-solution PENTOTHAL Sodium in Abbo-Liter 
containers. Sterile, pyrogen-free, ready-to-use—with 


female adapter outlet for any type 
syringe. Completely disposable. Cbbott 


® PENTOTHAL Sodium (Sterile Thiopental Sodium, Abbott) 
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Relax 


the nervous, 


tense, 


emotionally unstable: 


Ol (Pure crystalline alkaloid) 


RADEMARK FOR THE UPJOHN BRAND OF RESERPINE 


Each tablet contains: 


Reserpine ..........0.1 mg. 
or 0.25 mg. 
or 1.0 mg. 


Supplied: 


Scored tablets 
0.1 and 0.25 mg. in bottles of 100 


and 500 
1.0 mg. in bottles of 100 
The Upjohn Company, Kal Michigan 


100 Compressed 


Reserpoid® 0.25 mg. 
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Brand af reserpine ‘ 


(pipradrol hydrochloride) 


a unique central motivant with demonstrated 
subcortical activity subtly returns your emotionally 
fatigued and depressed patients to their usual level 


of alertness, interest and productivity!?. 


without euphoria... 


without rebound letdown 


Meratran's action, in easily adjusted doses, is prompt— 
subtle — comfortable — Its effectiveness is prolonged. 


* no appreciable effect on blood pressure and respiration + restores 
needed sense of well-being + no tolerance or drug habituation « 
normal appetite undisturbed + no jitters - no apprehension « little 
or no insomnia « wide range of safety + no rebound letdown 


sion, 1 to 6 mg. daily. Individual patient response 
must be observed and daily dosage and duration 
administration adjusted to patient response. 


Me Bs at r an Supplied: Small pink tablets containing: 1 mg. 


Meratran (pipradrot) hydrochloride.* -Bottles of 
Indications: Emotional fatigue, unhappiness 100. 
more common type (financial worry, social 

‘Situational stress or mild depression. Ac 


therapy in certain psychoses and 


atric Association, St. i, May 3, 
central 
Moy 3, 1954. 
THE WM. S. MERRELL COMPANY 
New York * CINCINNATI © St. Thomas, Ontario 
PIONEER IN MEDICINE FOR OVER 125 YEARS 


hydrochloride with the following structure: | 


+. 
a : 
1984. 2. Fabine. Mowing Moviton, 
ol ‘on alpho-(2-piperidyl) 
— 
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FOR A STANDARD SEDATIVE 


LUMINAL 
DS 


Distinctive + Sugar Coated + Oval Shaped 


Easy Color Identification of Dosage Strength 


gran @ (yellow) 

Vy gran @ (light green) 

grains @ (dark green) 
Bottles of 100 and 1000 


LUMINAL: Pioneer Brand of Phenobarbital 
Over 30 Years of Manufacturing and Clinical Experience 


INC. 


N.Y.  Winosor, Onr. 


"Visit our Booths + B 12-14 and G 11-13 A. M. A. Convention, June 6-10, 1955" 
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EFFECTIVE EMOTIONAL STABILIZER 
WHEN USED IN ADEQUATE DOSAGE 


IF adequate doses of Serpasil are given, many neuropsychi- 
atric patients can be emotionally stabilized, as shown in a 
recent study.! 

These doses may be considered high when compared with those 
used in the treatment of anxiety states and hypertension, but 
they are absolutely required and generally well tolerated. 


1. Noce, R. H., Williams, D. B., and Rapaport, W.: J.A.M.A. 156:821 (Oct.) 1954. 


If you do not have a dosage card, please clip out plan below. 


Serpasil 


DOSAGE PLAN FOR NEUROPSYCHIATRIC CONDITIONS 

Serpasil in doses of 2.5 to 5.0 mg. (1 to 2 ml.) is administered intra- 
muscularly, while oral medication is started at 1.0 mg. b.i.d. It may 
be necessary to repeat the injection every day or every other day 
for the first 2 or 3 weeks. After the first week, the oral dosage may 
be increased, when necessary, to three or four 1.0-mg. tablets per 
day. As a general rule, a maintenance dosage of one to two 1.0-mg. 
tablets daily is adequate after a few weeks of therapy. 


SERPASIL?® Parenteral Solution (for psychiatric use only), 
(reserpine CIBA) 2.5 mg. Serpasil per ml., 2-ml. ampuls. 


Tablets, 

1.0 mg. (scored), 0.25 mg. (scored), 0.1 mg. 
CISA 
Elixir, 
SUMMIT,N. J. 0.2 mg. Serpasil per 4-ml. teaspoonful. 
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a stabilizing agent 


for the mentally or 
emotionally disturbed 


Unlike the barbiturates, RAU-SED is not a 
hypnotic when given in proper dosage 
and will not diminish the patient's alert- 
ness. It may be effectively employed as 
a tranquilizer to relieve tension or 
anxiety in a wide variety of conditions. 


RAU-SED 


SQUIBB RESERPINE 


0.1 and 0.25 mg. tablets, bottles of 100 and 1000 

0.5 mg. tablets, bottles of 50 and 500 

1.0 mg. tablets, bottles of 30, 100 and 500 

2 ml. ampuls for parenteral administration, each 


ml. containing 2.5 mg. *RAU-SED" IS A SQUIBB TRADE-MARK 
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To revitalize 
cerebral 
metabolism 

inthe 
older patient 


CEREBRAL toric 


i 


L-Glutavite is specifically formulated to assist in the treatment of geriatric 
patients whose symptoms of weakness, apathy and fatigue are character- 
istic of waning cerebral metabolism. Himwich! reports excellent results 
with sodium glutamate in such cases, while Lehmann states that “a trial 
with nicotinic acid is always indicated . . .”? By combining these key 
factors with other vital nutritional elements, L-Glutavite effectively in- 
creases cerebral blood flow while it enhances the ability of cerebral tissue 
to utilize the increased nutrients provided. This «nique therapeutic 
formula helps the tired, the apathetic, the depressed individual to face 
life more actively, and with greater interest. 

Supplied in cartons of 30 individual dosage packets; initial dose, 3-5 packets per day 
for 5 to 6 weeks. Pleasant-tasting appetite-stimulating powder, to be mixed in fruit 
juices or sprinkled on food. Contains monosodium L-glutamate, niacin, thiamine, ribo- 


flavin, ascorbic acid, ferrous sulfate and dicalcium phosphate, in high potencies. 


1. Himwich H.E.: Paper presented at American Psychiatric Association meeting, St. Louis, May, 1954 
2. Lehmann, H.: 27th Annual Conference, Milbank Memorial Fund, New York, Paul B. Hoeber, Inc., 1952. p. 587. 


VA GRAY PHARMACEUTICAL CO.,INC., Newton 58, Massachusetts 
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Creating 
the 

right 
attitude... 


are encouraged by 


Methedrine 


Methamphetamine Hydrochloride, COMPRESSED 


Subtle improvement in mood and outlook 
follows oral administration of small doses 
of ‘Methedrine’. This helps carry 
depressed patients through their troubles, 
toward normal adjustment. 


For those whose troubles stem from 
eating too much, ‘Methedrine’ makes all 
the difference between continual 
self-denial with consequent irritability, 
and easy acceptance of a reducing diet; 
it dispels excessive desire for food. 


Literature 
ill be ‘Methedrine’ brand Methamphetamine Hydrochloride, 
wr 5 mg., Compressed, scored 


sent on Bottles of 100 and 1,000 
request 


BR porroushs Wellcome & Co. (U.S.A.) Inc. Tuckahoe 7, New York 
XV 
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® 
BRAND ae 


‘Sandril’ 


( RESERPINE, LILLY ) 


... facilitates psychiatric treatment 


‘Sandril’ calms, diminishes anxiety and tension, improves sleep pattern 
in psychoneurotic states. 

‘Sandril’ frequently produces relaxation, decrease in hallucinations 
and delusions, improved communication, and increased depth of effect 
in psychotic patients. Raging, combative, unsociable patients usually 
become more co-operative, friendlier, quieter, and much more amena- 
ble to psychotherapy and rehabilitation measures. 


‘Sandril’ is virtually nontoxic; does not produce liver damage or severe 
orthostatic hypotension. 


DOSAGE: Usually 0.5 to 1 mg. twice daily. 


Ha SUPPLIED: Tablets, 1 mg., yellow (scored), in bottles of 
Cd ly 100 and 1,000. Also, tablets, 0.1 mg., orange, 
and 0.25 mg., green (scored); elixir, 0.25 mg. 


qua.ity / RESEARCH / INTEGRITY 
per 5 cc. 


ELI LILLY AND COMPANY ¢ INDIANAPOLIS 6, INDIANA, U.S.A. 
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THE EPIDEMIOLOGICAL STUDY OF MENTAL ILLNESSES AND 
MENTAL HEALTH * 


PAUL V. LEMKAU, M.D., Battimore, Mp. 


The timeworn way to begin a paper the 
title of which contains any ambiguous word 
is to attempt to define that word. The title 
of this paper implies a host of semantic prob- 
lems, but the key word is “epidemiology” 
and perhaps it is wise to begin by trying to 
define it. 

What is meant by epidemiology? There 
are many different operational definitions as 
interpreted from the work of men who call 
themselves epidemiologists. Some “epidemi- 
ologists” are concerned primarily with the 
mathematical structure of the curves result- 
ing from graphing the rise and fall of ill- 
nesses in a population, being little concerned 
with diseases that do not vary markedly from 
time to time and do not have clearly defin- 
able external causes such as bacterial or 
virus agents dominating the other factors in 
the etiological complex. Other “epidemiolo- 
gists” work mainly in the field, priding them- 
selves on the title “shoe-leather,” finding the 
sources of infection or infestation, spotting 
these on maps, finding centers of dissemina- 
tion and removing them. This is the type the 
late Dr. A. W. Freeman spoke of as “arriv- 
ing at the height of the epidemic and slid- 
ing to glory on the descending arm of the 
curve.” Other “epidemiologists” concern 
themselves almost exclusively with the labo- 
ratory study of certain microbiological agents 
that are factors in the spread of some dis- 
eases. Definition of “epidemiologist” and 
epidemiology is difficult but for our present 
discussion is necessary and shall be at- 
tempted. 

Epidemiology is the study of the health 
status of a population. The facts gathered 
are interpreted through the use of compila- 
tions of data about all the individuals in a 
population or a defined sample thereof. The 
methods of interpretation are drawn from 
whatever fields of knowledge can contribute 
but in the past have most frequently in- 


1 Read in slightly modified form at the Fifth In- 
ternational Congress on Mental Health, Toronto, 
August 15, 1954. 


cluded mathematics, particularly probability 
statistics, clinical medicine, and laboratory 
medicine. 

Historically, epidemiology has dealt mainly 
with unfortunate happenings to populations 
and the interpretation of them; the epidemi- 
ology of health is a relatively new and as 
yet not too specific a concept. The need for 
it appears only when catastrophic events no 
longer press for solution ; had not small-pox, 
malaria, yellow fever, cholera, plague, ty- 
phus, typhoid given up their secrets in the 
last century, it is indeed doubtful if we today 
would be concerning ourselves with the epi- 
demiology of health at all. It is also prob- 
ably true that the concept “epidemiology of 
health” is something of a casuistic escape 
around the end of the brick wall of the 
chronic diseases such as cancer, arterio- 
sclerosis, and senility and schizophrenia, 
against which the methods of this applied 
science have proved far less successful than 
was the case with the killing infectious dis- 
eases. It does not appear unfair to say that 
the idea “epidemiology of health” is at least 
partially a reaction to frustration in trying 
to solve the problems of control of noninfec- 
tious diseases. 

One of the main reasons for this frustra- 
tion lies in difficulty of definition of wl..:t is 
to be studied, of what is the common, essen- 
tial factor without which a condition may 
not appear. The key to success in the under- 
standing of the infectious diseases appears 
to be just this, that the common symptoms 
led to a common, overwhelmingly dominant 
causative agent. In the illnesses which now 
escape rational methods of control, we are 
unable clearly to differentiate the common 
essential factor, and we are probably fre- 
quently misled by the apparent fact that the 
same symptoms may not mean the same cause 
in every case. Pneumonic consolidation of 
the lung does not now mean invasion by 
the pneumococcus only, but the gains made 
against this disease were made because this 
was the common factor in a large majority 
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of the serious cases of pneumonia. Conquer- 
ing of the variant multiple other causes only 
came later when mortality from pneumococ- 
cus pneumonia was controlled. No such 
common, essential factor as yet appears in 
schizophrenia, senility, cancer, or arterio- 
sclerosis. Whether such exists is a matter 
for great argument at the present time, an 
argument perhaps most clearly seen in the 
opposing concepts of schizophrenia as a “re- 
action” and schizophrenia as a “disease.” 

Elsewhere I have stressed my conviction 
that we who are interested in the prevention 
of psychiatric diseases must not abandon at- 
tempts to clarify and make more exact the 
classification of the kinds of ill health we 
deal with. I see nothing to be gained by 
lumping senility, paresis, schizophrenia, de- 
lirium and anxiety states as mental disease, 
and trying to study the lot. To do so is to 
abandon basic and experience-proved ways 
of medical and scientific thinking, not yet, in 
my estimation, proved unsuitable in the field 
of the psychiatric diseases. Because we have 
as yet no way of distinguishing the causes 
of schizophrenia from the causes of senility 
(except perhaps from the data of genetics) 
there is no justification for not continuing 
the efforts to distinguish the diseases clini- 
cally, in our studies. Indeed those mental 
illnesses which have yielded to curative and 
preventive techniques, such as delirium due 
to infectious disease, general paresis and pel- 
lagrous psychosis, are the only clear-cut suc- 
cesses we have; it would appear unwise to 
abandon the types of thinking that led to 
these successes, however small they may ap- 
pear in the face of the magnitude of the 
problems remaining. 

However much definition and classifica- 
tion is needed to work productively in the 
epidemiology of the mental illnesses, it is 
even more needed in the definition of mental 
health. Here we stand at the phase junction 
of traditional biology where it seems to melt 
into philosophy and ethics. There are those 
who protest that there is no junction at all, 
that we deal in the same materials in each of 
these areas, simply taking up different as- 
pects. But the fact remains that for some, 
ethics relates to what is biologically success- 
ful, while for others, ethics is a matter of 
aspirations and ideals not accounted for com- 


pletely in the natural world and drawing its 
justification from some higher source(1, 2). 
While not meaning to imply that one day 
ethical principles and principles of biological 
success may not prove to be the same, at the 
moment and with the tools now available 
in science for the interpretation of data, it 
seems wise to define mental health in terms 
of biological success in so far as possible. It 
seems also fair to point out that however 
much we may deplore the fact, we are only 
beginning to be able to devise ways of think- 
ing about health in terms other than the 
absence of disease. Experimentation in this 
field awaits a great deal more thinking about 
what the optimal state of man may be, and 
what the tolerable variations are under cer- 
tain given conditions, before mental health 
can be defined well enough for epidemio- 
logical methods to be applied in experimenta- 
tion. It may well be that the best way to do 
research on mental health in our present state 
of knowledge is to be certain that any in- 
vestigation on psychiatric diseases includes 
adequately studied controls drawn from the 
unaffected population. I am aware that this 
is a rather unpopular position to take at the 
present time. It is not my intention at all 
to discourage effort ; it is only to warn that 
we may not be as well prepared to do the 
work as some of our proganda would lead 
the public to believe. Our aspirations seem, 
at times, to have outrun our methods(41). 

At the risk of being dubbed old-fashioned 
and wedded to nineteenth century mechanis- 
tic logic, I think it needs to be pointed out 
that it is this logic that has made the epi- 
demiologic method successful in the past and 
that, in all probability, if we abandon classi- 
fication and definition as essential in psychi- 
atric research, we also abandon epidemi- 
ology. One can do epidemiological research 
on the causes, distribution, and extent of a 
fantasy, but one cannot do it unless the 
fantasy, the population, and the conditions 
prevailing can be defined and are not in them- 
selves in the realm of fantasy. 

This discussion of the background of epi- 
demiological method leads us to a brief 
review of what the method has produced in 
the past, and eventually to a discussion of 
what next steps seem justified and what 
hopes can be held for the method to furnish 
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the critical knowledge on which to build to- 
ward the control of the mental diseases and 
the promotion of mental health. 

The first step in the evolution of most sci- 
ences is observation of what happens in a 
defined sphere of activity of one sort or an- 
other. In the field of our present discussion, 
this might be called “descriptive epidemi- 
ology.” It involves the determination of how 
often a certain event occurs in a defined 
sphere of interest, usually a population of 
human beings. Epidemiology also involves 
the interpretation of these data, the extract- 
ing of the meaning of the data. Usually these 
two steps are combined, the interpretation 
or the possibility of interpreting the demo- 
graphic study furnishing the justification for 
doing the counts at all. These counts may 
be made to test a hypothesis regarding the 
hereditary character of a symptom complex 
or they may be done to test a postulated cor- 
relation between mother-child relationship 
and, say, schizophrenia. There is no need to 
be apologetic for this situation; it involves 
problems of motivation for research that are 
fundamental and inescapable. Indeed there 
are those who contend that descriptive data 
collected without a clear-cut hypothesis are 
likely to be entirely useless, a collection in a 
file saved for years only to find when an at- 
tempt to use it is made that it does not con- 
tain the particular piece of information es- 
sential to settle the question asked. At the 
other extreme are those who contend that 
no data collected to test a hypothesis can be 
objective, that the only way the collection 
of data can escape being biased as it is being 
made is to have no other motive than mere 
collection. As the review of results will 
show, research of importance has resulted 
from the use of both these methods of 
approach. 

The compilation of statistics concerning 
patients hospitalized because of one or an- 
other of the psychiatric illnesses has been 
the backbone of epidemiological studies since 
Esquirol taught, and to a considerable ex- 
tent initiated the technique in the 1830’s(3). 
The method has become fairly well standard- 
ized in the United States; indeed in many 
states the collection of figures on the sex, 
age at admission, rates of death and dis- 
charge has at times become a mere mechani- 


cal procedure; no one seems to bother very 
much about whether there is any meaning 
in them so long as the pages of a legally re- 
quired report contain a collection of figures 
that balance from year to year. Such figures 
are very frequently disappointing to the 
hopeful investigator who goes to them for 
some particular fact. In most areas they are 
useful only for very gross calculations which 
frequently indicate more about the economic 
situation of the area concerned and about the 
local attitudes toward mental illnesses than 
about the illnesses themselves. This state is 
without doubt very largely due in most parts 
of the world to the fact that research funds 
are not available for the analyses that might 
be productive and which might “feed back” 
and lead to the improvement of the data 
themselves. 

Where such funds have been made avail- 
able, valuable contributions have come from 
analyses of routinely collected data on hos- 
pitalized patients. Pollack and Malzberg’s 
work over many decades in New York State 
has made available a fund of material on 
changes in pattern of hospitalization over the 
years, bringing to light the differences in 
incidence of certain diseases in various popu- 
lation groups(4, 5). Dayton’s analysis of the 
Massachusetts data(6) and the compilation 
by Landis and Page(7) are perhaps the 
highlights of this sort of analysis, though 
others should also be mentioned. Perhaps 
the most elaborate such study using the most 
modern of statistical techniques is that of 
Goldhammer and Marshall. This research 
used routinely collected statistics from public 
and private hospitals in Massachusetts. It 
demonstrated that there had been no signifi- 
cant increase in psychoses severe enough to 
require hospitalization in the young adult 
age group in the century between 1840 and 
1940(8). This study is a tribute to a great 
many hospital psychiatrists who compiled 
annual records, perhaps for no better reason 
than to satisfy a board of directors or a gov- 
ernmental agency, little dreaming that they 
were contributing toward a rather conclusive 
research to be done half a century or a cen- 
tury later. The work of Kramer(g) in the 
United States in modernizing the keeping of 
statistical records so that they will more 
completely represent actual situations is 
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being duplicated in many other countries. 
When it is complete better comparative 
studies between the sections of the United 
States will be possible, and eventually, com- 
parative studies between various nations over 
the world. 

At the present time, this last is extremely 
difficult if not actually impossible. Perhaps 
this Congress ought to recommend to the 
World Health Organization that its staff 
and expert committees work toward improv- 
ing this phase of morbidity reporting. Cer- 
tainly a world report on psychiatric hospital 
statistics would be a most valuable contribu- 
tion for comparing the practices of one na- 
tion with those of another. For example, I 
suspect that those nations with cultures 
stressing the leadership position of the old- 
est male in the family have proportionally 
lower rates of hospitalization of elderly pa- 
tients than do countries in which this trait 
is absent. Obviously there are other factors 
to be considered, perhaps most important the 
general economic situations in the countries 
concerned, but the fact is that even the most 
rudimentary tvsting of the hypothesis is im- 
possible at the present time. 

Hospital statistics have also been used to 
answer certain other types of questions. 
Svendson has shown that hospital rates tend 
to fall in wartime(3), a finding duplicated 
in English studies. It is difficult to know, of 
course, whether this represents a different 
aggregate incidence rate or a change in cul- 
tural attitude toward need for hospitaliza- 
tion. Gruenberg’s recent studies on the 
living conditions of elderly people before 
hospitalization indicate the direction in which 
the use of hospital statistics may be tend- 
ing(10). Odegaard’s work in comparing 
hospitalization rates of comparable groups in 
different settings represents a somewhat 
similar use of hospital statistics(11). 

Gruenberg’s studies offer a transition from 
the studies of patients in hospitals to studies 
which have attempted to estimate the preva- 
lence or incidence of mental illnesses in a 
population whether or not hospitalization has 
taken place. In some instances this has been 
based on the recorded difficulties of mem- 
bers of the population obtained from hospi- 
tal records, court records, church books, so- 
cial agency registers, etc. Such studies are 


usually made on staadard populations, that 
is, cases found are referred to a definite num- 
ber of people so that more-or-less dependable 
rates of incidence of diseases rather than 
mere hospitalization rates may be obtained. 
The studies of this sort up to 1942 were re- 
viewed by Tietze(12) who was able to calcu- 
late rates which represent large and varied 
enough populations to permit these rates to 
serve as bases for comparison for some time. 
This method has been extended to study cer- 
tain specific issues. Redlich and Hollings- 
head’s recent studies on the availability of 
psychiatric treatment in different socio-eco- 
nomic groups is an example(13). Brug- 
ger(14), Luxemburger(15), and Strom- 
gren(16) have been pioneers in this field. 
Secondary sources furnish the investiga- 
tor much interesting information but they 
leave him frustrated, for the results usually 
contain very marked anomalies that do not 
seem reasonable. May I present two ex- 
amples from our experience in the Baltimore 
Eastern Health District surveys? In both 
the 1933 and 1936 surveys it appears that 
the prevalence rate of neuroses is lower than 
that of psychoses, a fact clinical experience 
leads most psychiatrists to doubt. It is clear 
that what was measured included only neu- 
rotic cases who were ill enough to seek treat- 
ment and were recognized and diagnosed by 
physicians. In 1936 a general illness survey 
was done which contained a question regard- 
ing “nervousness.” The group of people who 
answered this question affirmatively and who 
were not known to have any other mental 
illness, showed the same race, age, and sex 
distribution as the diagnosed neurotics; these 
cases could never have been found through 
the use of secondary sources(17). A second 
example of the frustrations of this sort of 
investigation is found in the rates for psy- 
chopathic personality. There were, accord- 
ing to the Eastern Health District surveys, 
three times as many psychopaths in 1933 as 
in 1936(18, 19). We surmise, without too 
much confidence, that the operational defini- 
tion of psychopathic personality changed to 
this extent, probably because in 1933 job- 
lessness and changing jobs was interpreted 
as indicative of psychopathic personality, 
while in 1936, when the extent and severity 
of the world depression were recognized 
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more clearly, there was a tendency to evalu- 
ate such data very differently. 

The obvious escape from such frustrations 
is to examine the total population by some 
standard method. This presents, of course, 
a very thorny problem methodologically be- 
cause of the practical impossibility of clear 
definitions and of keeping definitions the 
same over any length of time. It is my 
opinion that this difficulty may be exagger- 
ated and that we are better able to define our 
terms than we are presently aware. A more 
immediately practical problem is that the 
examination of a total population is so ex- 
pensive that the number examined has to be 
relatively small, perhaps no more than a few 
thousand. In such circumstances, rates ob- 
tained are likely to prove rather unstable. 
If I may state an opinion again, I think we 
may have much to learn from Kinsey(2o, 
21) about how to obtain standard informa- 
tion from relatively large numbers of people. 
Morbidity canvasses of any sort are of rela- 
tively recent origin in public health practice; 
I doubt if the psychiatric problems of diag- 
nosis or classification are any more severe 


than those in many chronic diseases which 
can be adequately diagnosed only by rather 


extensive individual examination. The 
prime difficulties are two, a tendency to be 
niggardly in the support of psychiatric re- 
search and the persistant tendency of psy- 
chiatrists not to ask loudly enough for what 
they need to solve their scientific problems. 
A third difficulty that strikes closer home 
is that all too few psychiatrists are educated 
to think in the statistical terms fundamental 
to the planning of such researches and that 
too many erect theoretical barriers that keep 
them from facing the problems at all. 
Stromgren and others have used the 
method of examining patients to some extent 
in epidemiological studies and it has its place 
in many of the recent surveys and in the 
larger studies now continuing. Eaton and 
Weil used it in the Hutterite study(23) and 
Leighton and his group are using it in their 
Canadian studies which are perhaps the 
largest and most completely planned of this 
combined secondary-source and direct-exam- 
ination type surveys yet to be put in opera- 
tion(23). The method was also used to some 
extent by Roth and Luton in their studies 


in Tennessee(24). The beautiful study of 
the total population of an economically de- 
teriorating Norwegian fishing village by 
Bremer indicates both the thoroughness with 
which such studies can be done and the diffi- 
culties introduced because of the small popu- 
lation it is possible to encompass(25). 
Nevertheless such studies have much to 
recommend them. Usually it is possible to 
describe the situation completely enough so 
that comparisons which can be made at all 
can be made with reasonable confidence. In 
spite of all our talk about the advantages of 
teams of researchers, it may also be an ad- 
vantage that studies like this one can be 
done by a single physician with only clerical 
help. A final advantage of this particular 
study is that it carries with it all the excite- 
ment of novel reading, at least for me. 

One might expect that anthropological 
studies of populations would automatically 
include investigations by sampling methods; 
the reason it isn’t done, of course, relates 
mainly to the problems of communication 
and that persistent issue of how to define ab- 
normality in a culture not one’s own. It is 
not unlikely that there is also a difficulty in 
that this field, like psychiatry, has not yet, in 
many instances, refined its hypotheses and 
its classifications to a point which makes 
numerical testing profitable. 

The use of trained, nonmedical interview- 
ers to evaluate the health of populations has 
been used in several morbidity studies, and, 
in a few, some indications of the psychiatric 
illnesses in the population have been gained. 
The American Commission on Chronic Dis- 
ease is presently conducting such a study on 
a carefully drawn sample of Baltimore’s 
population, using a schedule that it is hoped 
will result in the reporting of psychiatric 
illnesses. Of the 13,000 persons in the total 
sample, 1,000 will be exhaustively examined 
individually by physicians who have psychi- 
atric consultation available. Furthermore, 
about 5,000 of the group will be subjected to 
a polyphasic screening examination (26). 

The polyphasic screening examination 
technique, which is enjoying a phase of popu- 
larity at this time, has aroused again the 
desire to find some standardized test brief 
and valid enough to use in these examina- 
tions. Despite an enormous amount of re- 
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search, particularly in the military services, 
no such instrument has as yet been found. 
Further study, particularly in such situations 
as the chronic disease survey in Baltimore, 
just mentioned, where the test data could be 
checked against an exhaustive medical and 
social history of a large sample of the total 
group tested, is essential to development in 
this area of research. 

I should like to suggest that psychiatric 
screening examinations are perhaps attempt- 
ing too much as the present time. They, gen- 
erally speaking, are designed for the practi- 
cal purpose of predicting who and how many 
of a population will break down with any 
mental deviation. It might be wiser to orient 
such researches medically rather than oppor- 
tunistically or “practically.” It might be 
much easier and more productive to devise 
a schedule that would identify particular ill- 
nesses, say schizophrenia of specific content, 
or depression, rather than attempting to 
cover the whole range of illnesses with a 
single short questionnaire. After all, the test 
for sugar in blood and urine tells nothing 
about the presence or absence of arterior- 
sclerosis. Should we expect a single, short 
tool to tell us who is psychiatrically sick with 
anything? It would appear more realistic to 
attempt to have as much respect for classifi- 
cation in our field as we have in medicine 
generally. Perhaps one of the rudest lessons 
the epidemiologist learns is that all questions 
cannot be answered at once. 

The greatest gains in the prevention of 
psychiatric illnesses have come through the 
attack on specific, classifiable reactions. It 
is my opinion that this approach should not 
be lightly abandoned in the face of no more 
than theoretically based allegations that psy- 
chiatric illnesses are all to be treated as reac- 
tions of varying severity scattered along 
some imaginary scale. This concept may be 
true; it might best be supported by the 
failure of attempts to separate illnesses 
epidemiologically. 

Some attempts have been made along these 
lines as already indicated and most result in 
differentiating rather than combining clas- 
sifications. The difference in distribution of 
the neuroses, schizophrenia, manic-depres- 
sive psychoses, and alcoholic psychoses are 
so marked that they leave no doubt as to the 


specificity of these broad types of reaction or 
illness. Psychiatric theory cannot justifiably 
overlook these hard demographic facts. 

As was predicted, descriptive and interpre- 
tive epidemiology have been mixed in our 
discussion thus far. Studies describing what 
exists are almost always invitations to specu- 
late on why it exists, to test hypotheses 
against the data obtained. There have, how- 
ever, been studies which were designed pri- 
marily to test hypotheses formulated before 
the collection of data began. It is the tech- 
nique of statement of hypotheses and then 
designing the experiments to test them that 
is usually preferred at the present time in 
science generally. One of the earliest of such 
ventures in modern times was that of Faris 
and Dunham in testing the hypothesis that 
schizophrenia is concentrated geographically 
in deteriorated sections of cities. Of the re- 
action to the results of that survey Dr. Faris 
recently remarked, perhaps a little bitterly, 
“The first ten years the reaction was that 
we were dead wrong. Now after the second 
ten years we hear that our findings are obvi- 
ous, and that is something of a triumph” (27). 
Other studies of this general type have been 
made on military populations(28) and per- 
haps most completely in studies on delin- 
quent behavior(29). In my estimation one 
of the most exciting fields of this type of re- 
search now proceeding is that concerning 
the results of various sorts of isolation on 
the human personality at various stages 
of development. Goldfarb(30), Spitz(31), 
Bender(32), and Bowlby(33) have made 
contributions at the lower ages. Hebb(34) 
and Rioch(35) are searching the problem 
in mature adults and Gruenberg, as already 
noted, as regards aging. In a sense, these 
researches represent the first genuinely epi- 
demiologic studies; they are testing hy- 
potheses, not merely interpreting descriptive 
data, and in many of these studies factors 
previously dealt with only in terms of con- 
geries of factors, under such rubrics as socio- 
economic or occupational status, are being 
separated out into definable entities each of 
which can be evaluated for its own worth. 

In this connection I must also mention the 
work of my colleagues, Pasamanick, Rogers, 
and Lilienfeld, who are testing the hypothesis 
that the prenatal experience of a child in 
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terms of obstetrical complications is corre- 
lated with post-natal behavior. They have 
already shown this correlation to exist posi- 
tively in the case of epilepsy, mental defi- 
ciency, and cerebral palsy(38, 36), and per- 
haps most remarkably, in behavior disorders 
in school children(37), particularly if con- 
fused and hyperactive behavior is the com- 
plaint. 

Much remains to be done, but I hope the 
preceding analysis of results to date may in- 
dicate that progress has been made from, 
first, the mere collection of facts about hos- 
pital populations to, second, the collection of 
facts about where patients come from when 
they come to hospitals, how long they stay 
and—a particularly needy area—where they 
go after hospitalization to, third, researches 
which identify hypotheses precisely as the 
basis for the design of the research intended 
to solve the question. There is tremendous 
refinement of definition yet to be accom- 
plished and it is clear that researches in the 
epidemiology of the mental illnesses demand 
further conceptual as well as methodological 
advances. If the newer knowledge on the 
effect of isolation and of obstetrical compli- 
cations is any indication, however, much may 
be expected from further pursuit of this type 
of investigation. 

May I point out the results of these two 
sets of studies in terms of practical pre- 
ventive action? Let us take the obstetrical 
association studies first. For years, I, as a 
psychiatrist, was dismally hopeless about any 
preventive program as regards mental defi- 
ciency. Like many of you, I was taught that 
it was a hopeless condition probably heredi- 
tarily determined and offering no more than 
the possibility of slight improvement in social 
capacity through training. The recent epi- 
demiological studies indicate that control of 
obstetrical complications would probably pre- 
vent a significant proportion of mental defi- 
ciency. This research has defined where to 
start to prevent this condition. It has, 
furthermore, indicated that there may well 
be a factor of brain injury in a goodly pro- 
portion of school behavior problems and that 
psychiatrists have, in all probability, been 
prone to overlook this possibility in an orgy 
of psychodynamic thinking that excludes all 
other possible etiological factors. This find- 
ing also has significance in the design of edu- 


cational procedures for dealing with such 
children, for a child who has organic think- 
ing difficulty must be taught—and treated 
psychotherapeutically—in a different way 
from children whose behavior disorder is ex- 
clusively psychological in origin. In attribut- 
ing these results to the few authors men- 
tioned I do not mean to overlook the earlier 
work of Gregg(38), Ingalls(39), Burke 
(48), and others that furnished the concep- 
tual basis that made later studies possible. 

The practical application of the findings 
of the isolation studies has been extremely 
widespread. Orphanages are unpopular now 
in many countries and foster home care for 
abandoned children is spreading throughout 
the world. Adoption practices have radically 
changed. Like the fission of the atom, this 
scientific finding has had its nefarious uses; 
isolation is, we are told, an integral part 
of “brain-washing” techniques. The official 
and voluntary efforts to maintain the sociali- 
zation of the elderly are to a large extent 
based on the finding, first grasped clini- 
cally and now epidemiologically supported, 
that isolated elderly people are more likely 
to become psychotic than are socialized old 
people. 

There is one type of epidemiological re- 
search which has not yet been included. This 
is the study of populations more or less sepa- 
rated and who do not mix with the people 
around them to any great extent. Strom- 
gren’s studies on Bornholm were of this type 
and to some extent Bremer’s Norwegian 
fishing village studies also fit this category 
as do the studies of the Hutterites. There 
are many other opportunities in the world 
for such studies to be done. But these are 
rapidly disappearing as transportation and 
communication are, hopefully, leading us 
into “one world.” The isolated islands of the 
Dalmation coast, Krk for example, are be- 
lieved by many Yugoslav clinicians to have 
high rates of schizophrenia. If this is true, 
an epidemiological study might reveal some- 
thing about the nature-nurture, the heredi- 
tary-environmental factors, in the etiology of 
this disease, which is more productive of 
morbidity than any other we know. Studies 
of special types of neurosis—the “Boletza” 
of the agricultural workers in South Eastern 
Yugoslavia occurs as an example—might 
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furnish data comparable to very different re- 
actions elsewhere that might prove epidemio- 
logically to be very similar, just as our “ner- 
vous” people in Baltimore are considered 
likely to be neurotic, and our “Saturday 
night suicidal attempts” are probably equiva- 
lent to more clearly hysterical reactions in 
some cultures. An international convocation 
such as this might well consider and recom- 
mend areas of the world in which such 
studies would be likely to be rewarding. 
Epidemiological methods in psychiatry 
have already contributed much to our under- 
standing. In all probability they will con- 
tinue to receive the stinging criticism of 
psychiatrists and others who believe that to 
compare even two cases is to violate the con- 
cept of the complete individuality of man and 
who contend that the most if not the only 
important researches in this field are inten- 
sive studies of individuals or at most, very 
small groups of individuals. We can agree 
with them to some extent; it appears to me 
to be true that most of the hypotheses to be 
tested by epidemiological methods originate 
in clinical studies. On the other hand, if we 
are to reach any justifiable generalizations 
in our field, we shall certainly be dependent 
upon some technique for testing hypotheses 
against a larger population than a single 
case. To be sure in the process some truths 
about individuals will be lost, but the gain 
in correcting the effect of prejudicial view- 
points that are impossible to evaluate when 
one investigator reports his own case cer- 
tainly offsets the inevitable loss to some ex- 
tent, and by complementing individual studies 
will give us a better grasp of the factors in 
human living that can be changed for the 
betterment of the mental health of all men. 
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CERTAIN ASPECTS OF “CONSCIOUS” PHENOMENA AND 
THEIR NEURAL CORRELATES 


DAVID McK. RIOCH, M.D., Wasuincton, D. C. 


When an observer states that a subject 
(animal or human) is “conscious” he indi- 
cates an expectation of very probably being 
able to carry out a series of transactions with 
the subject which would be vanishingly im- 
probable were the subject “unconscious.” 
The abstraction “consciousness” may thus 
be operationally defined in terms of certain 
characteristics of the transactions—or pat- 
terns of interaction—to be expected between 
the observer and the subject. In a recent 
paper(1) a tentative classification of patterns 
of interaction between the organism and the 
environment was formulated, based on quali- 
tative differences in the characteristics of 
the functions mediated by certain parts of 
the central nervous system phylogenetically 
roughly defined. A further elaboration of 
part of this classification has seemed desira- 
ble and is presented here in outline form. 

Class I: Transactions in the optimal 
range, considerably more complex than aver- 
age and, indeed, relatively rarely seen.—This 
class includes the selection of temporally dis- 
tant goals to be attained and the selection of 
“attitudes” in attaining them, with relatively 
precise differentiation of subjective “feel- 
ings” of immediate personal “needs.” Such 
transactions are accompanied by (and prob- 
ably dependent on) a clearly referential, 
operational language, i.e., one which pro- 
vides clear signals for definite operations. 
There is selection out of the total situation 
of those factors that are relevant to attaining 
the selected goal, and rejection (or ignoring) 
of irrelevant factors. In other words, the 
input is screened for information. Anticipa- 
tory behavior occurs in preparation for any 
of several probable responses from the en- 
vironment during the course of the transac- 
tion. These activities involve scanning the 
situation from a number of points of view, 
organizing the sensory input into a number 
of gestalts and comparing these either with 
the cultural norms or with memories of the 


1 Read at the 110th annual meeting of The Ameri- 
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course of analogous gestalts previously ex- 
perienced. Time is necessary, and it seems 
that optimal nervous system functioning is 
impossible “on the spur of the moment” 
other than to initiate a predetermined plan. 
In this range of complexity of form of trans- 
action there is no question of the presence 
of “consciousness.” All phylogenetic “levels” 
of the nervous system are involved, as well 
as their interconnecting systems. 

Class II: Transactions in the “normal,” 
i.e., more-or-less average, range of com- 
plexity—This class of transactions differs 
from the preceding in that the goals to be 
attained and the attitudes to be adopted are 
predetermined, usually by cultural norms, 
sub-group mores, or by intimate-group rela- 
tionships. Subjective “feelings” of personal 
needs are confused with long-term “atti- 
tudes” to a greater or lesser extent. Lan- 
guage is conventional for the group. There 
is, however, selection of the course for ar- 
riving at the goal, together with the neces- 
sary scanning and screening of the sensory 
input. Anticipatory behavior occurs in prepa- 
ration for one or another of several probable 
responses of the environment. These trans- 
actions, as do those of class I, require that 
objects be differentiated, be simultaneously 
perceived as extended in time and space, and 
be conceived in their relation to potential 
movements of the organism. Further, these 
transactions require that time be differenti- 
ated into sequences of events with reference 
to the course of the transaction. As in 
class I, class II transactions require partici- 
pation of all phylogenetic “levels” of the 
central nervous system and their intercon- 
necting systems. There is no question as to 
the presence of “consciousness” in the be- 
havior as a whole, but because of inade- 
quacies of conventional prescription of goals 
and of conventional language, as well as in- 
accuracies in differentiation of long-term 
“attitudes” from immediate subjective “feel- 
ings,” there has developed a concept of “the 
unconscious.” The operations on the basis 
of which “the unconscious” is inferred also 
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include the necessary use of analogies, myths, 
folklore, early life experiences and other 
“models” to provide material from which 
subjective phenomena may be inferred by the 
hearer. 

Class III: Differential behavior, without 
selection of alternate patterns.—Optimal per- 
formance depends on the capacity for differ- 
entiating 3-dimensional space into separate 
parts and objects and for differentiating time 
into a sequence of (connected) events. Such 
behavior at times occurs with little or no 
selection of data nor of anticipatory prepara- 
tions for more than one environmental re- 
sponse. Casual observers are likely to con- 
clude that “consciousness” is normal, or is 
disturbed, on the basis of the degree to which 
the behavior of the subject fortuitously fits 
or does not fit with the immediate needs of 
the observer. Language and/or gestural be- 
havior becomes “experiential” (in Sapir’s 
sense) together with the lack of differentia- 
tion of long-term attitudes, subjective “feel- 
ings,” and concepts of objects in their rela- 
tion to anticipated potential action by the 
organism. Transactions of class III may be 
seen in panic states and also in patients with 
diffuse forebrain or small, bilateral midbrain 
lesions. Many of the remembered, subjec- 
tive phenomena of sleep fall into this class. 
It would seem that disturbance of the sys- 
tems (including the centrencephalic system) 
which interconnect the neocortex with cer- 
tain diencephalic and mesencephalic struc- 
tures is responsible for the decrease in the 
complexity and adequacy of the transac- 
tions in this class as compared with classes I 
and II. 

Class IV: Transactions with one or an- 
other aspect of the environment successively, 
but not simultaneously, in stereotyped, inte- 
grated patterns, but without differentiation 
of parts of the organism, other aspects of 
the environment, or sequences in time.— 
There is relative stability of the organism in 
3-dimensional space, but only rudimentary 
anticipatory behavior. Such transactions are 
seen in rodents, carnivores and, to a less 
extent, monkeys(2), which have survived 
experimental (surgical) removal of the neo- 
cortex together with parts of the paleocortex. 
Whether an analogous state may be seen in 
man is open to question, though observations 


such as those of Nayrac and Patoir(3) on a 
virtually anencephalic, 2-year-old infant sug- 
gest such a possibility. Insofar as these 
transactions closely resemble the immediate 
course of some transactions frequently seen 
in anatomically intact animals, certain ob- 
servers have postulated “a crude sort of 
consciousness” in these situations. 

Class V: Transactions with characteristics 
similar to those of class IV, but with mark- 
edly decreased stability of the organism in 
space and essentially no inherent stability in 
time.—Observations on experimental prepa- 
rations surviving transection of the brain 
stem at various levels indicate that structures 
caudal to the diencephalon suffice to mediate 
a number of such transactions, but that with 
elimination of the midbrain little remains in 
the way of integrated patterns of behavior. 
The limited nature of the transactions of this 
and the succeeding class (VI) have resulted 
in their being regarded as “unconscious.” 

Class VI: Transactions of parts of the or- 
ganism with the environment, but without 
participation of the whole organism in an 
integrated pattern—Such transactions may 
be mediated by structures which Adolf 
Meyer designated as the “segmental system.” 

This classification has certain theoretical 
advantages for considering the wide variety 
of phenomena which have been investigated 
in experimental neurophysiology and com- 
parative psychology. For the purposes of 
psychiatry, however, the classification obvi- 
ously is of less value, as the great majority 
of “psychiatric” phenomena fall in the second 
class, with a few in the third. It does not 
seem useful at present to attempt a further 
subdivision. The rapidity with which 
changes in adequacy of performance may oc- 
cur and the versatility and apparent efficacy 
of culturally-learned control operations make 
it very difficult to differentiate minor shifts, 
particularly when the observer is a part of 
the interaction. In experimental work with 
subprimates, however, relatively abrupt 
changes in the degree of complexity of be- 
havior may at times be identified. Certain 
descriptive and anecdotal data are presented 
here to illustrate the principle. 

In normal cats, as they come into the labo- 
ratory, a moderate pressure applied to the tip 
of the tail—that is, a pressure which when 
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applied to the tip of one’s finger is only mod- 
erately uncomfortable—results in a wide 
variety of responses. Many cats “pay no at- 
tention” other than to “take a look” at the 
experimenter. One cat reached over and 
tapped me on the toe of my shoe. Some cats 
immediately attack with a clean swipe of one 
paw accurately directed at the experimen- 
ter’s hand. Other cats jump and struggle to 
get away, with considerable vocalization of 
different types. Certain very reactive ani- 
mals will become quiet and friendly within 
a fraction of a second after the pressure is 
reduced (much less time than the “after dis- 
charge” in decorticate cats, which may last 
for several seconds). Now, the behavior of 
these “normal” animals is commonly re- 
ferred to as indicating the “meaning of the 
situation” to the cat and to a certain extent 
may be correlated with evidence of the cat’s 
“previous experience”—that is, young pet 
cats are more likely to respond with behavior 
directed toward modifying the behavior of 
the experimenter, and old alley cats are more 
likely to respond with immediate vigorous at- 
tack accurately directed. 

With rare exceptions, if the pressure on 
the tail is maintained the behavior becomes 
more stereotyped, and from “calling atten- 
tion to discomfort” it shifts suddenly to di- 
rected attack, at first at the observer’s hand 
and rapidly proceeding to attack at the point 
of impingement of the hand on the tail. Dur- 
ing this stage the body is braced but the 
attack is carried out with one paw or with 
the teeth, indicating differentiation of the re- 
lation of the offending object to the tail, to- 
gether with differentiation of part functions 
of the cat’s body and integrated support by 
the rest of the organism. At this stage it is 
customary to speak of the cat as “being 
angry.” The behavior is less obscure as to 
its “meaning,” more direct, but at the same 
time less complex and more limited, espe- 
cially with regard to modifiability of goals 
to be attained and to effects of the behavior 
on more peripheral factors in the environ- 
ment. 

If the pressure is maintained and the tail 
not released, a further change in behavior 
occurs, again rather suddenly. The whole 
cat goes into action with spitting and growl- 
ing, turning, rolling, clawing, and biting. 


This is not infrequently referred to as “rage.” 
The pattern is more stereotyped, less accu- 
rately directed, and with less differentiation 
of part functions of the cat. 

In these 3 stages we have increasing motor 
activity with decreasing differentiation of 
space and time, decreasing area (temporal as 
well as spatial) of interaction, and decreas- 
ing modifiability with the course of the in- 
teraction. We thus move from a highly com- 
plex, symbolic type of behavior to the simpler 
“emotional” type which is only accidentally 
more effective. 

Now, if one similarly exerts pressure on 
the tail of a cat from which the neocortex 
and part of the limbic lobes have been re- 
moved, the response very closely resembles 
the response of the normal cat in the third 
stage of breakdown in complexity of be- 
havior. There is no attempt to escape, but 
the growling, biting, spitting, clawing, turn- 
ing toward the tail, etc. differ from the 
normal cat in “rage” only in so far as co- 
ordination, speed of action, and accuracy of 
localization are less well accomplished. This 
is the “pseudoaffective rage” pattern. In 
preparations described by Bard and Mount- 
castle(4) in which the neocortex was re- 
moved but the ventral portions of the limbic 
lobe were left intact, the “‘pseudo-affective 
rage” did not appear, but a similarly stereo- 
typed pattern of “meowing” and pulling 
away was evoked. Secondary removal of the 
ventral limbic areas, including the region 
of the amygdalae, was followed by typical 
“pseudo-affective rage” when the tail was 
pinched. 

In a number of decorticate preparations 
it has been noted that maintaining the pres- 
sure on the tail results in a further change in 
pattern of response if continued for 2 or 3 
minutes. In the typical “pseudo-affective 
rage” there is no attempt to escape, the ani- 
mal turning toward, rather than away from 
the area stimulated, although there is a local 
reaction of withdrawal of the tail itself (or 
of the foot or any other particular part of the 
body stimulated). However, after a short 
time the pattern changes to one of “struggle 
escape,” the growling, biting clawing con- 
tinuing, but the cat as a whole pulling away 
from the impinging stimulus rather than 
turning toward it. It may be noted that cats 
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with the neocortex removed and with bi- 
lateral lesions including the superior colliculi 
and the adjacent dorsal tegmentum show the 
“struggle escape” pattern of behavior, but 
not the “pseudoaffective rage.” 

Another stereotyped response is seen on 
continuation of pressure on the tail. This 
consists of a sudden shift from the “struggle 
escape” pattern to one of limp collapse, ac- 
companied by panting. Certain decorticate 
cats which have experienced the sequence 
of breakdown patterns will show the third 
pattern as the initial response to pressure on 
the tail several days later. That is, the pat- 
tern of limp collapse and panting is not the 
result of exhaustion, but is one of the stereo- 
typed responses decorticate cats are capa- 
ble of. 

In these observations it should be noted 
that the successive stages in breakdown in 
complexity of behavior are related to the 
course of the interaction and not to increase 
of, or to new or different, sensory input. 
Further, the close resemblance of “pseudo- 
affective rage” with “rage” suggests that 
what is commonly called “emotional” be- 
havior in animals with intact forebrains is 
due to functional disorganization of fore- 
brain systems with resulting loss of the more 
complex functions. 

It is of some interest to speculate on the 
role of the brainstem and limbic lobe mecha- 
nisms in the behavior of intact animals inter- 
acting with the environment under optimal 
conditions—that is, without the disorganiza- 
tion of “anxiety.” That these lower centers, 
which are sufficient for mediating a consider- 
able variety of so-called “emotional” patterns 
of behavior, are merely “inhibited” or “held 
in check” by the neocortical and related 
thalamic mechanisms seems unlikely. Iso- 
lated removal of parts of the brain stem and 
limbic systems results in a number of distor- 
tions of behavior which have in common de- 
crease in the appropriateness of the total be- 
havior to the situation—particularly with 
respect to attitude or psychological “set” 
(4-9). Further, evidence recently has been 
obtained that localized lesions of the ventral 
part of the limbic lobe, including the amyg- 
dalae and contiguous structures, result in a 
profound decrease in the capacity of the ani- 
mal to “learn” avoidance reactions to painful 


stimuli, although the capacity for “learning” 
problem-solving behavior for a reward re- 
mains unchanged(10). 

It would seem that behavior commonly 
referred to as “symbol formation” or “con- 
cept formation” requires the coordination of 
integrated “attitudes” with the discrimination 
of objects in space and sequences in time by 
a system that is smoothly modifiable both by 
changes in the in-put from the environment 
through the sense organs and by the course 
of the transaction. It is suggested that the 
substrata responsible for the integration of 
subthalamic and mesencephalic components 
with the cortical components may be repre- 
sented in large part by the centrencephalic 
system. The ascending components of this 
system from the reticular nuclei located me- 
sially in the midbrain and rostral hindbrain 
to the central and intralaminar nuclei of the 
thalamus and from there by internuncial 
neurons and the nonspecific projection fibers 
of other thalamic nuclei diffusely to the cor- 
tex have been studied by both anatomical and 
physiological methods. Descending systems 
from the cortex to subthalamic and midbrain 
centers have been known to exist for some 
time, and in the past few years electrophys- 
iological evidence for such direct connections 
has been supplied from a number of labora- 
tories. Anatomical, physiological, and clini- 
cal studies on the centrencephalic system re- 
cently have been reviewed in detail at the 
Laurentian Symposium, under the auspices 
of the C.I.O.M.S. (11) and therefore will 
not be further described here. Research cur- 
rently in progress by Dr. Walle J. Nauta and 
1st Lt. David G. Whitlock, MC, in the lab- 
oratories of the Army Medical Service Grad- 
uate School has employed a silver impreg- 
nation technique which differentially stains 
degenerating axones and their terminal end- 
ings. The preliminary data obtained (12) 
demonstrate that connections from particular 
cortical areas terminate in particular struc- 
tures in the subthalamus and midbrain. It 
is not possible to present details of these 
studies here, and the work has not progressed 
sufficiently to permit a general formulation 
of the principles underlying the organization 
of these descending systems. It is clear, 
however, that we are not dealing with a dif- 
fuse undifferentiated mechanism for some 
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sort of “general influence,” but, rather, with 
a system of numerous pathways distributed 
to definite zones in the brain stem. 

I do not wish to leave the impression that 
the brainstem-limbic systems are sufficient 
for mediating all forms of behavior to which 
the term “emotional” is commonly applied. 
Male coital behavior, and female rearing-of- 
young behavior, for example, are dependent 
on differential cortical functions(13). In- 
deed, all interorganismal transactions involv- 
ing complicated, collaborative interaction 
(those accompanied by “feelings” of affec- 
tion, consideratior,, respect, and so forth) 
are impossible without integration of the 
differentiating functions of the cortex with 
the integrative functions of the subcortical 
systems. 

The importance of the reciprocal connec- 
tions between the brain stem and the cortex 
is evidenced by data from the study of pa- 
tients with brain damage. The difference 
between the symptoms of loss of discrete 
functions resulting from discrete (cortical) 
lesions and the change in the symbolic level 
of function in general resulting from diffuse 
forebrain or localized, bilateral midbrain 
damage, is striking(14,15). The extensive 
data collected by Weinstein and his collab- 
orators on these problems is of particular im- 
portance in that it demonstrates that the age 
and the premorbid personality of the brain- 
injured patient are important factors. This 
indicates that shift in the level of symbolic 
behavior is facilitated—but not adequately ac- 
counted for—by disruption of the systems of 
reciprocal connections between the neocorti- 
cal and subcortical structures. The distor- 
tions of symbolic, conceptual, and related 
behavior shown by the verbal or gestural out- 
put of certain of these patients suggest that 
there is an increased use of concrete words 
and gestures, that the words and gestures are 
more stereotyped, but that they refer in a 
condensed, poorly differentiated manner, to 
a variety of separate factors which include 
(1) environmental and anatomical factors, 
(2) personal attitudes, and (3) anticipation 
of favorable or unfavorable attitudes of en- 
vironmental personnel. Further condensa- 
tion is discernible at times, in that environ- 
mental factors and factors of the patient’s 
own anatomy may imply both the physical 


objects involved and anticipation of inability 
to operate adequately with them; and en- 
vironmental personnel factors imply the 
threat of loss of control (anticipatory modifi- 
cation) of the interpersonal transactions and 
so complete loss of the feeling of “I,” “me,” 
as a socially significant unit. This latter is 
the threat of “being possessed” of the schizo- 
phrenic panic. 

In the foregoing the subjective phenomena 
referred to as “affects” and “feelings” have 
been mentioned but not defined. Although 
there are quite apparently several categories 
of sensations, feelings, affects, ete., they all 
have in common the characteristic of not 
being directly communicable, and investiga- 
tion of these phenomena is necessarily by 
inference and implication from observable 
behavior. It is necessary to bear in mind that 
the observer’s subjective impressions of 
“affect” in experimental preparations, and 
human verbalization evoked by current or 
remembered “affects,” are fantastically diffi- 
cult to interpret. This difficulty is in part 
due to the mixture of the different kinds of 
“feelings,” “sensations,” and “affects” which 
occur simultaneously and in rapid and con- 
fusing succession. In some instances the 
mixture of the subjective phenomena seems 
to summate and act synergistically ; in others, 
one will apparently occlude or inhibit an- 
other. For example, in certain patterns of 
“anxiety” transactions, “pain” may be 
strongly intensified, but in “rage” transac- 
tions it may be completely unnoticed or it 
may be deferred until later. 

The importance of “affects” and “feelings” 
in everyday life apparently lies in the fact 
that in most situations there is not time to 
scan and analyze the various factors operat- 
ing in the situation, let alone evaluate their 
future significance. Instead, the “affect” or 
“feeling” aroused is, with great economy of 
time, compared with memories of similar 
affects and made the basis of anticipatory 
actions. In this sense “affects” may be con- 
sidered as vague syntheses or undifferenti- 
ated rationalizations of complex transactions 
between the person and the environment. 
The change in “affects’”’ which occurs with 
clearer differentiation of the factors in, and 
the course of, transactions provides very 
strong evidence that “affects,” “feelings,” 
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“sensations,” etc., are results of anticipatory 
interaction. In human communications, how- 
ever, conventional names for culturally rec- 
ognized interpersonal transactions are not 
infrequently confused with “explanations 
for” or “causes of” actions. The latter mech- 
anism may well be analogous to the concreti- 
zation of a condensed symbol—which reaches 
socially disrupting proportions in schizo- 
phrenic states. 

The problem of defining subjective phe- 
nomena in psychiatry as a biological science 
is fundamentally different from the problem 
of dealing with them in psychiatry as a thera- 
peutic discipline. In the former, explicit 
operational formulations are desirable. That 
is, we wish to find out how to “speak clearly” 
about the phenomena, differentiate them into 
classes, and investigate their component parts 
on the basis of communicable operations. In 
therapy an integrative terminology is re- 
quired which comprehends the entire clinical 
situation in its relationships to the particular 
aspect under consideration. That is, in ther- 
apy we need to find out how to “speak in 
such a manner as to assure the reliability of 
continuing communication with the patient.” 
It may be parenthetically noted that scientific 
inquiry is possible only in situations in which 
the continuity of communication is assured, 
regardless of the disruption of established as- 
sumptions by data from refined or new 
operations. 

If the assumption is made that subjective 
phenomena are related in some way to cen- 
tral nervous system activity, different char- 
acteristics of the latter might be used as the 
basis for a tentative classification of the 
former. Although an inclusive systematiza- 
tion of subjective phenomena cannot be ac- 
complished on this basis at the present time, 
it may be worth while to consider a few 
classes of affects, feelings, etc. which appear 
more obvious. 

Class I—A large group of sensations ac- 
company coordinated activity in certain me- 
sencephalic, diencephalic, and telencephalic 
(projection) areas, ordinarily evoked by in- 
put from peripheral receptor organs travel- 
ling through direct and indirect paths. This 
class includes vision, audition, somatic sen- 
sation, etc. Pain should probably be sep- 
erated as a special sub-class, due to its pecu- 


liar capacity for disorganizing forebrain 
function, as pointed out by Hebb(16). 

Class II1.—The feelings of “euphoria” and 
“dysphoria” are apparently related to ade- 
quacy of central nervous system functioning 
in the interaction of the organism with the 
environment, rather than to activity in any 
localized area. Adequacy of function may 
be defined as the accuracy with which en- 
vironmental responses are anticipated. It is 
a general property of servo-mechanisms that 
the more accurate the anticipatory action the 
more precisely effective the performance. 
Wiener(17) pointed out that the more com- 
plex the servo-mechanism the greater the 
chances that disturbance of function will lead 
to input of information into the interaction 
cycle which will increase the disturbance and 
lead to breakdown. It has been suggested 
previously(18) that phenomena of this class 
are the basis for Freud’s concept of the “love 
and death instincts,” Sullivan’s concept of 
“security and anxiety,” and Goldstein’s con- 
cept of the “catastrophic reaction.” It is to 
be noted that Goldstein’s “catastrophic re- 
action” includes the reorganization of in- 
teraction with the environment on a less 
complex level of central nervous system 
functioning. 

Two subclasses of “euphoria” should 
probably be distinguished: (1) euphoria 
which accompanies effective transactions, 
particularly of classes I and II described 
earlier; (2) euphoria in transactions in 
which the subject and environmental person- 
nel conspire to deny problems other than 
those of the immediate, limited transactions, 
as seen, for example, in the syndrome of the 
bland denial of illness (15, 19). 

Two subclasses of “dysphoria” may also 
be differentiated: (1) threat of the onset of 
disorganization, which Goldstein called “fear” 
and Sullivan included in “anxiety.” It ap- 
pears as though such anticipation of break- 
down may become chronic and appear clini- 
cally as anxiety neurosis—a more or less 
stable form of interpersonal transactions; 
(2) dysphoria which accompanies change in 
level of organization of transactions, either 
from more to less or from less to more com- 
plex. This may show as the panic state in 
acute breaks, for example, or as the “anxiety” 
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which accompanies recovery from brain in- 
jury or drug intoxication(15). 

Class III,—States of alertness and sleepi- 
ness are accompanied at times by subjective 
phenomena but are probably more important 
in the modifications they induce in subjective 
phenomena of other classes. A great deal of 
anatomical and physiological work has been 
done on the problems of alertness and sleep 
and it is well demonstrated that particular 
central nervous mechanisms play crucial 
roles. Further, it is clear that these mecha- 
nisms modify the mode of function of the 
whole brain. Adequate definitions, however, 
are still lacking. More work in this area is 
urgent, especially as it would be very useful 
to know whether low vs. high tendency to 
activity in general is related to this system 
and whether the mechanism operates in part 
through neuro-humoral agents. 

The psychology of alertness needs further 
study, particularly in our culture. The need 
for successful accomplishment is generally so 
emphasized that it would appear as though 
the subjective sense of being alert is not sat- 
isfactorily differentiated by most people from 
anxiety of the type of fear of onset of disor- 
ganization. 

Class IV.—Subjective phenomena which 
accompany particular patterns of interper- 
sonal transactions (such as love, anger, fond- 
ness, etc.) are frequently described as sensa- 
tions in various anatomical areas or else as 
anticipation of certain actions. With cultural 
formalization of the verbal expression this 
leads to a concrete, condensed symbol, widely 
used, but little understood. With further bio- 
logical study of interorganismal and inter- 
personal transactions, defined by the end- 
state or relationship to be arrived at, it will 
be possible to obtain greater clarification of 
the significance of the subjective phenomena 
and their verbal formulation. This is a field 
in which biologists, psychologists, and cul- 
tural anthropologists have made signal con- 
tributions and will continue to do so. In- 
deed, the relationship of communication to 
interpersonal transactions of different con- 
tent and different degrees of complexity may 
be regarded as one of the basic sciences un- 
derlying clinical psychiatry. 

Another aspect of the subjective phe- 


nomena accompanying interpersonal transac- 
tions is the problem of those persons who 
have potential capacities for certain types of 
transactions but who, through deprivation in 
early experience, have very little actual ca- 
pacity, or have capacity for these transac- 
tions in only a very undifferentiated form, 
later in life. It has been my impression that 
there is a “feeling” of lack co-existent with 
very elaborate systems for differentiating im- 
plied threats in interpersonal relations in- 
volving or impinging on the area of depri- 
vation. 

Additional classes of subjective phe- 
nomena certainly exist, such as “appetites” 
which lead to selection of diet. However, the 
4 groups listed here are probably those of 
major importance to investigations in the 
field of psychiatry at the present time. We 
must recognize, however, that until inde- 
pendent methods and operations are de- 
veloped and simultaneously applied, concepts 
derived from the implications of verbal re- 
ports of subjective phenomena will be sub- 
ject to all the artifacts inherent in participant 
observation of interpersonal processes, which 
are themselves largely culturally determined. 
There now seems little doubt but that an 
enthusiastic interrogator can evoke from a 
subject in a more or less isolated situation 
not only “feelings,” but also “memories” ap- 
propriate to the attitudes of the interrogator 
at the time(20). 


SUMMARY 


A tentative classification of transactions of 
living organisms with the environment is 
presented. The classification is based on the 
complexity with which spatial and temporal 
factors are dealt with, particularly with re- 
spect to anticipatory behavior, by different 
phylogenetic levels of the central nervous 
system. Subjective phenomena are discussed 
and it is proposed that 4 major classes of 
such phenomena be differentiated, related 
either to activities in certain areas of the 
nervous system or to modes or particular 
patterns of interaction with the environment. 
It is noted that phenomena of all 4 classes 
may occur simultaneously and modify the 
immediate subjective impression. 
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DENDRITIC CIRCUITS: THE PROPERTIES OF CORTICAL PATHS 
INVOLVING DENDRITES * ? 


M. H. CLARE, M.A., ann GEORGE H. BISHOP, Pu. D. 
Sr. Louis, Mo. 


Recent results in a long-term neurophysio- 
logical study of the functioning and interre- 
lations of regions of the cerebral cortex of 
the cat are presented. Regions of the visual 
system, most intensively explored as repre- 
sentative cortical areas, are activated by 
electrical stimulation of the optic nerve, of 
the radiation, or of the cortex itself. In Fig. 
I, a cross section of the cat’s brain through 
the areas concerned, and the subdivisions 
interrelations of which are under enquiry 
are shown. 

Relations Between Cortical Areas.—A in- 
dicates the primary optic projection area, 
directly activated by the optic radiation with 
a latency of 1.8 msec. following single 
shocks to the optic nerve. B is an association 
area activated secondarily from the optic 
area A. It shows a longer delay foilowing 
stimuli to the nerve, and a brief delay follow- 
ing direct stimuli applied to the optic cortex. 
Both these areas respond to single stimuli 
to the optic nerve with a complicated series 
of processes (Fig. 2) consisting of brief 


1 Read at the 110th annual meeting of The Amer- 
ican Psychiatric Association, St. Louis, Mo., May 
3-7, 1954. 
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gree Scottish Rite, Northern Jurisdiction, U.S.A., 
through the National Association for Mental 


Fic 1.—Cross section of the cat’s cortex, dorsal 
region including optic and auditory projection areas 
A and C respectively, and association areas B and 
D, between them. Relations between these are de- 
scribed in the text. The lateral, middle suprasylvian 
and middle ectosylvian gyri are identified. 


Fic. 2.—Records from cat optic cortex follow- 
ing single electric shocks to the optic nerve. Re- 
sponses are recorded from leads at surface and in 
white matter. The upper record following a weak 
stimulus shows no negative wave following the 
positive spikes and wave. The lower record follow- 
ing a stronger shock shows a negative wave due to 
conduction of an impulse over apical dendrites to 
the cortical surface. 


spikes I msec, in duration, and slower waves 
of approximately 15 msec. duration. The 
brief spikes of this complex are electrically 
positive with respect to the cortical surface; 
the first slow wave is also positive, and is 
followed by a surface-negative phase. Re- 
sponses of C, the auditory projection area, 
to stimuli of the auditory system are some- 
what similar to those of the optic cortex. 
D isa “secondary” association area, by which 
we mean simply that it fails to respond 
directly to stimulation of the optic area, but 
does respond to stimulation of the association 
area B. 

The response of area D is significantly 
different from those described above and 
illustrated in Fig. 2. In the first place (Fig. 
3), it lacks the series of brief spikes. Sec- 
ondly, it consists either of an initial surface- 
positive slow wave followed by a negative, 
or of a negative wave only, depending on 
where within the cortex the stimulus is 
applied. For reasons to be presented, these 
forms of response are inferred to indicate 
the activation of the apical dendrites of 
cortical pyramidal cells (Fig. 4). In other 
respects the circuits involved are different 
from those of the activation pathways of 
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Fic. 3.—Dendritic potentials. Upward deflection 
denotes surface positivity. Upper record, direct 
shock to optic cortex surface, with recording lead 
on surface close to stimulus, the other in white mat- 
ter. Middle record, same except that stimulus is 
delivered below the surface giving a diphasic wave 
which indicates conduction upwards. Lower record, 
stimulus in motor area with leads from sensory 
area (surface to white). The surface negative wave 
indicates dendritic response near the surface of the 
cortex, to impulses conducted over axons from the 
stimulated point. Time between vertical ink lines 
is I5 msec. 


the projection areas, and these circuits will 
be referred to here as dendritic circuits. 

The essential distinction to be made be- 
tween these 2 types of circuits lies in the 
manner in which neurones are activated (Fig. 
4). In the projection paths the cortical 
response to the afferent radiation impulses 
is initiated by brief spikes arising from cell 
bodies after a synapse time of less than 1 
msec. Activity initiated in the cell bodies 
spreads along the axons as typical nerve 
impulses. A minimal number of impulses 
from afferent endings on each cell causes 
cell-body and axon discharge, while with a 
greater number of afferent impulses activity 
also spreads from the cell body to its 
dendrites. Along these it may be propagated 
toward the dendritic terminals in a direction 
contrary to that which might be expected 
of a dendrite as a receptor of afferent im- 
pulses. Under the influence of this prolonged 
dendritic wave, the cell body appears to 
respond repetitively (8). 

The more direct activation of apical 
dendrites, by way of axons ending only on 
them, can be distinguished from the excita- 
tion of cell bodies by the form of the electrical 
record obtained. Records indicate that 
dendrites in D are activated directly by axons 


stimulated in B. If these axons end on 
dendrites near the cortical surface, only a 
negative wave is recorded; if they end deeper 
within the cortex the deep negativity induced 
in dendrites appears as a surface positivity 
which reverses to negativity as the dendritic 
impulse propagates upward (Fig. 3). 

This type of activation can be detected in 
various regions of cortex. For instance if 
area D is itself stimulated, areas A, B, and C 
all respond with activity initiated by slow 
processes. Area B activates area A similarly. 
Slow responses are also induced in the motor 
projection area from stimulation of certain 
regions of the sensory area, and vice versa. 
Other regions posterior to the auditory area 
show similar cortico-cortical connections 
activating dendrites. Chang(5) interprets 
such slow waves from stimulation of the 
corpus callosum or of the contralateral cortex 


AX 


PYRAMID CELL 


Fic. 4.—Drawing of a pyramidal cell from layer 
V of cortex. Its apical dendrites reach the surface, 
and its main axonal branch passes into white mat- 
ter. Recurrent axonal collaterals ramify upwards. 
An afferent axon ending on the cell body is pic- 
tured entering from the right. 
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as dendritic responses. While no categorical 
statement is called for at present, the pro- 
jection areas appear to be activated from 
their radiations chiefly by way of afferent 
endings on cell bodies, while from association 
areas the endings on dendrites are at least 
a common mode of activation. Dendritic 
circuits may predominate in the connections 
between one cortical area and another. 

The Physiological Properties of Dendrites. 
—The investigation of the electrical proper- 
ties of dendrites is a rather technical pro- 
cedure(2), many of the details of which must 
be omitted here. The point that needs 
emphasis is that the neurone is a complex 
structure and its different parts respond 
differently. The overall activity of the cortex 
involves not only the interactions of various 
groups of cortical neurones and areas of 
cortex, but also interactions of different parts 
of each neurone. The various parts of each 
neurone are further capable of being activated 
over separate circuits in different patterns 
of behavior. 

It has been more or less tacitly supposed 
that the properties of neurones in the central 
nervous system were similar to those found 
in peripheral nerve axons, and that central 
activity would be explicable in terms of the 
behavior of nerve-like impulses. The cortex 
on this basis would consist of a neurone net- 
work over which flowed complicated patterns 
of nerve impulses. The attitude has flowered 
in the cybernetic school of thought into a 
concept of the brain as comparable to a 
digital computer. The patterns of nerve 
impulses occupying brain cells should then 
be the physical correlates of psychological 
behavior. It has been recognized of course 
that this correlation is not adequate as an 
explanation of mental phenomena. 

The involvement of dendritic activity in 
central nervous system functioning compli- 
cates this picture. Recently the properties 
of the cell body and its processes have been 
more extensively investigated. A number 
of workers have stimulated motor nerves 
and recorded in the ventral horn the impulses 
passing antidromically into the cells from 
which those nerve fibers arose. The records 
indicate that a response assignable to 
dendrites is of much longer duration than 
that assignable to axons. Further, records 


from cortex indicate the duration of impulses 
there as follows: in nerve axons, slightly less 
than I msec.; in cell bodies, slightly more 
than I msec.; and in dendrites, 15 to 20 
msec.(8). The dendrite thus stands out as 
having activity of very considerably longer 
duration than that of other parts of the 
neurone. 

Further investigations of these structures 
indicate other significant differences between 
dendrites on the one hand and cell bodies 
and their axons on the other. The cortex 
proves to be a favorable place for this study, 
for here the apical dendrites of pyramidal 
cells extend upwards (parallel to each other) 
toward the cortical surface. The total thick- 
ness of the cat cortex in the striate area is 
2mm. In the upper 0.3 mm. there are rela- 
tively few cell bodies, and there is a high 
concentration of dendrites. Single electric 
shocks applied to the cortical surface give rise 
to simple surface-negative waves (Fig. 3) of 
the 15 msec. duration characteristic of den- 
dritic activity elsewhere. When the stimu- 
lating electrode penetrates below the cortical 
surface, the record changes characteristically. 
First the negative wave moves later and is 
preceded by a growing surface-positive wave. 
Then as the stimulating electrode reaches 
the region of cell bodies, briefer spikes are 
superposed on the positive phase. As the 
electrode penetrates to the base of the cortex 
the record changes progressively and finally 
duplicates that of the cortical response to 
optic nerve stimulation(3). 

In these records the spikes arising in the 
layers containing many cells can on the basis 
of previous information be identified as the 
responses of cell bodies and of their outgoing 
axons. The 2 phases of the slow wave on 
the other hand are both assignable to den- 
drites, indicating conduction along them 
when they are stimulated below the surface. 
The records are directly comparable to those 
of peripheral nerves recorded diphasically, 
but with extremely slow conduction velocity. 
This propagation of the dendritic impulse 
upward in the cortex is so slow that with a 
conduction distance of less than 2 mm. the 
surface of the cortex may remain positive 
for 5 to 10 msec. before the dendritic impulse 
arrives to reverse the potential. The rate 
indicated is a small fraction of a meter per 
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second, probably slower than that in even 
the smallest of unmyelinated axons. 

Figure 2 illustrates the failure of a weak 
afferent stimulus to set up conduction in 
apical dendrites of the cortical pyramids, 
while a progressively stronger stimulus in- 
duces an increasingly large surface-negative 
wave, signalizing dendritic conduction away 
from the cell bodies. 

One would expect that dendrites should 
also conduct impulses toward the cell body 
when stimulated near their terminals, but 
experiments indicate that this does not occur. 
The testing procedure is to place 2 recording 
electrodes below the cortical surface, one 
deeper than the other. Following stimulation 
of dendrites at the surface, if conduction of 
impulses downward toward cell bodies oc- 
curred it should be signalized by a diphasic 
slow wave, recorded as negative when the 
more shallow electrode first becomes nega- 
tive, then positive as the impulses reach the 
deeper electrode. This is the reverse of the 
record produced when conduction is induced 
in the opposite direction, toward the cortical 
surface. Following surface stimulation, the 
shallower of 2 recording electrodes does be- 
come negative if close to the surface, but the 
deeper lead fails to show any activity. 

Such evidence indicates that following 
single shock stimuli, dendritic propagation 
toward the cell body fails under conditions 
when conduction in the opposite direction 
occurs readily. The same results are found 
in decerebrate cats without anaesthesia as in 
lightly anaesthetized animals, with section of 
the brainstem just above the pons leaving 
the cortex fully responsive to visual stimuli. 
As indicated below, the same failure of con- 
duction follows activation of a cortical area 
by dendritic circuits instead of by direct 
electrical stimulation. 

In nerve fibers (particularly in the large 
fibers of certain invertebrates), the develop- 
ment of a local response following weak 
stimulation, without conduction of an all-or- 
none impulse, has been described. Conduction 
takes place following stronger stimuli when 
the “local process” becomes large enough 
to activate the regions of the axon adjacent 
to the site of the local process; in other 
words, the local process develops into an 
all-or-none impulse. This full-blown impulse 


is normally more than adequate to activate 
the adjacent segment of the nerve fiber, and 
the excess of its energy over that just suffi- 
cient to produce conduction is termed its 
safety factor. Cathodal polarization and other 
agents may be used to depress nerve fibers, 
reducing this safety factor until conduction 
is slowed and finally fails (Bishop and 
Erlanger, 1926). The conduction is then 
decremental, as contrasted to all-or-none. In 
this respect the normal cortical dendrites act 
like depressed nerve fibers, lacking a safety 
factor adequate to insure all-or-none con- 
duction. They exhibit local responses or at 
most decremental conduction. 

Nevertheless, apical dendrites are capable 
of downward conduction under some condi- 
tions. When strychnine is applied to the 
optic cortex, its first effect is to cause in- 
creased dendritic responses to optic nerve 
stimulation, and its further action sets off 
spontaneous waves (strychnine “spikes’’) 
assignable to the activity of dendrites. Li 
and Jasper(7) recorded during strychnine 
waves repetitive short-duration spikes that 
presumably indicate the discharge of cell 
bodies and their axons, activated by the 
dendritic waves. Presumably in other par- 
oxysmal states also dendrites may conduct. 
Strychnine as an excitant may then act on 
dendrites in the reverse manner to that of 
cathodal polarization on axons; the former 
increases the energy of a structure which 
typically supports only a local process, to 
the level where propagation occurs. 

Finally, responses to 2 or more successive 
shocks show further peculiarities of dendrites. 
A second stimulus applied to a nerve fiber 
within the duration of the impulse aroused 
by the first finds the nerve refractory and 
no second response can be obtained. A second 
stimulus applied to cortical dendrites during 
the response to the first increages the total 
response, as if no absolutely refracwry phase 
occurred. The response to the 2 stimuli may 
be as large as the sum of the responses to 
each stimulus alone. Repetitive stimulation 
maintains them in prolonged states of con- 
tinuous nonrepetitive response. 

Properties of Dendritic Circuits—lIn 
certain invertebrates and in some of our 
primitive vertebrate predecessors synaptic 
connections between axons and dendrites ap- 
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pear to be the prevalent mode of transmission 
through nerve networks. In such animals 
the cell bodies of neurones may be segregated 
to one region, while both their axons and 
their dendrites pass from this region into a 
layer of white matter, where the connections 
are made between them(6). This network 
of axons and dendrites is termed neuropil. 
Endings of axons on cell bodies are in this 
stage presumably lacking or at a minimum. 
In the still primitively organized olfactory 
system of the mammal, olfactory fibers end 
only on the dendrites of mitral cells, not on 
their cell bodies. We may infer that the 
extensive ramifications of dendrites serve as 
collecting systems whereby the impulses of 
many afferent fibers may be summed on the 
activity of any one cell or cell group. 

At some unknown period of development 
of nervous structures, more direct connec- 
tions have developed between the axons of 
one cell and the body of another, for quicker 
and more specific activation of effector 
mechanisms. If we can take as criteria the 
relative durations of cell-body and dendritic 
impulses and other properties of dendritic 
activity noted above, we may infer that these 
2 types of cell activation have quite different 
significance. It would appear that much of 
the physiology of reflexes and in fact of the 
central nervous system in general has dealt 
with those more specific paths whose synaptic 
junctions occurred on cell bodies (and prob- 
ably the immediately adjacent basal portions 
of dendrites). The short synapse time of 
less than 1 msec. (or somewhat longer for 
small-fiber pathways) is hardly consistent 
with the activation time of dendrites, or with 
the slow rising-time of the dendritic potential. 
When such a short synapse time is involved, 
transmission from axon to cell body is prob- 
ably indicated. 

The understanding of cortical circuits from 
this point of view depends on the interpreta- 
tion of the records of the electrical activity 
recorded from them. The necessary informa- 
tion includes precise values of synapse times, 
conduction rates, durations of the various 
components of the records (spikes and slow 
waves), and depths within the cortex of lead 
and stimulating electrodes, etc. At present 
the measurements adequate for the study 
of dendritic circuits can be made only under 


arbitrarily simplified experimental conditions 
which are not altogether comparable to those 
of normal cortical behavior. A more compre- 
hensive picture of that normal behavior can 
be inferred only on the basis of simpler 
forms of activation, and present interpreta- 
tions are tentative and provisional. How- 
ever we can detect the existence of potentially 
available paths and the order in which their 
parts function, although the clearest informa- 
tion is that derived from the most limited 
and circumscribed activity. 

To distinguish clearly between cell-body 
and dendritic responses, it is necessary to 
determine which of these structures responds 
first in a given sequence. If a complex 
response from a point starts with cell-body 
spikes, we may infer that the fibers over 
which the impulses arrive from a distant 
stimulated point make their synaptic con- 
nections with cell bodies. If it starts with a 
slow wave, we may infer that synaptic 
connections with dendrites are involved. 

On the basis of these criteria, we can con- 
clude not only that certain paths from one 
region of cortex to another end practically 
exclusively on dendrites, but that they end 
within rather narrowly limited strata of the 
cortex. For instance in stimulating fibers 
at various depths in association cortex D 
(Fig. 1), activity is induced at different 
depths along the dendrites of visual pro- 
jection area A. One can then infer that with 
appropriate patterns of activity in surround- 
ing cortex, the dendrites of a given area 
might be activated throughout their lengths, 
even if no conduction of impulses along 
them occurred. Though not demonstrable so 
far, it is also quite possible that different 
pathways might activate different dendritic 
branches of the same cell, or might activate 
one type of cell and not another. 

Sequence of Events in the Cortical Re- 
sponse-——The complexity of pattern of 
cortical response suggested by such findings 
and by the inferences that can be drawn from 
them are impressive. The simplest pattern 
may be indicated by the order of events in 
the optic cortex following single electrical 
stimuli to the optic nerve. The afferent 
radiation fibers carry impulses chiefly to the 
fourth layer of the cortex, from which the 
activity spreads to other layers. A sequence 
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of at least 3 prominent spikes indicates that 
3 groups of cell bodies have discharged 
successively(2). Recording at different 
depths within the cortex reveals that the 
cells involved as the sources of these main 
spikes are the pyramidal cells, and that the 
later groups to fire in the sequence are those 
which on the average lie shallower in the 
cortex. 

A more detailed analysis(4) indicates that 
a second spike sequence (less prominent than 
the main sequence) is also present(Fig. 5). 
These small spikes alternate with the more 
prominent ones, and there are reasons for 
inferring that they record the activity of the 
short-axon cells of the cortex. The latter 
are characterized by the fact that they do not 
have long apical dendrites like those of 
pyramidal cells, and their axons ramify about 
the bodies of nearby pyramidal cells within 
the same region of cortex. They may be 
inferred to transmit activity from one group 
of pyramidal cells to another group. 

Applying these concepts to the interpreta- 
tion of the record of cortical response, the 


Fic. 5.—Records from the cat’s optic cortex fol- 
lowing single electric shocks applied to the optic 
nerve. Upward deflection indicates surface posi- 
tivity. Upper record, the typical form led from 
cortical surface to white matter. Middle and lower 
records, similar recording, but showing alternate 
high and low spikes. The first spike is the response of 
the afferent radiation. Subsequent large spikes are 
assignable to responses of successively activated 
groups of pyramidal cells, and smaller spikes are 
those of short-axon cells. Time between vertical 
ink marks is 1.4 msec. 


following sequence can be inferred (Fig. 6) : 
Afferent radiation fibers immediately activate 
the short-axon cells of the fourth layer of 
cortex, which in turn activate a first group 
of pyramidal cells lying at about the same 
level of cortex. These pyramidal cells fire 
their axons, the main branches of which leave 
that locus of the cortex by way of the sub- 
cortical white matter, and transmit activity 
to other regions of the central nervous 
system. Recurrent branches of these main 
axons ramifying within the cortex activate 
a second group of short-axon cells. These 
in turn activate a second group of pyramidal 
cells. This alternate firing continues until 
the sequence has run its course. The synaptic 
times between each pair of successive re- 
sponses are less than I msec., which indicates 
that transmission is from axon to cell body. 

If the activation is sufficiently strong, 
following each pyramidal cell response the 
dendrites of those cells are activated, and 
conduct their impulses toward the dendritic 
terminals. This activity accounts for the 
slow wave sequence of the visual cortex 


c 


Fic. 6.—Diagram indicating possibilities of dif- 
ferent patterns of activation of neurones in the cor- 
tex. The afferent radiation axon entering at right 
activates the Golgi cell Gz, whose axon A in turn 
activates the pyramidal cell Pz at its cell body, and 
induces a brief spike response. A recurrent branch 
of the axon of Pr is shown activating G2, which in 
turn activates P2, etc., accounting for the alternate 
high and low spike sequences of Fig. 5. Circuits 
from other sources are capable of activating the 
dendrites of Pz and setting up slow wave responses. 
B is such a circuit ending along the apical dendrite, 
C ending at its terminals, and D ending on the 
basal dendrites. Presumably each cell in the corti- 
cal sequence might have connections as pictured. 
The net or summated effects on the cell’s discharge 
over its axon are discussed in the text. 


| 
ae 
By 
€ 
2 
A 
G 
ig 


824 


ACTION OF CORTICAL DENDRITES 


[May 


record (Fig. 2). As noted previously, mini- 
mal stimulation may activate pyramidal cells 
without initiating a response in their apical 
dendrites, and it may be that in normal 
cortical behavior dendritic activation from 
the cell body is of minor consequence. How- 
ever direct activation of dendrites by paths 
other than the afferent radiation has to be 
taken inte account. The record here analysed 
is that of the simplest activity, where the re- 
sponse to optic radiation impulses predomi- 
nates, and other circuits are minimally 
involved. What can we infer to be the contri- 
bution from dendritic circuits to the pattern 
of activity of a given locus of cortex? 

The Effects of Dendritic Activity on the 
Cell Body.—The overt effects of any neurone 
on the surrounding nervous system are 
exerted only through the impulses discharged 
by the cell body into its axon, and distributed 
by axonal branches as nerve impulses. We 
may then consider the effects of 2 different 
modes of activation, via cell-body synapses 
and via dendritic synapses, on the pattern of 
axonal impulses discharged by the cell. 

It is generally agreed that a neurone re- 
quires more than one impulse delivered by 
one axon terminal to initiate a response, and 
the response when discharged is then all-or- 
none (that is, it is of constant energy). The 
requisite number of impulses might be de- 
livered by multiple branches of one axon, 
by branches of several axons ending on the 
same cell, or by successive impulses if de- 
livered within a brief enough interval to 
premit temporal summation. This set of 
conditions applies appropriately in instances 
of activation via cell body. 

But when adequately excited, the cell may 
respond once or repetitively without receiv- 
ing further impulses. When a repetitive re- 
sponse is obtained following a single volley 
stimulus, the cell may continue to respond 
after the first impulse because of the longer- 
lasting activity of its dendrites. That is, the 
cell body when adequately activated can 
excite its dendrites, which in turn can re- 
excite the cell body. The total durations of the 
sequences of repetitive cell responses which 
have been recorded by various workers 
employing single stimuli would correspond 
to the 15 msec. duration of the dendritic 
impulse. One may picture the dendrite re- 


maining negative for this interval of time, 
while the cell body discharges and recovers, 
to be stimulated again by flow of current 
between the negatively depolarized dendrite 
and the recovered cell body. The dendrite 
during its activity then acts like a steady- 
current stimulus to the cell. Application of 
such a persisting electric stimulus to a pe- 
ripheral nerve fiber will cause it also to fire 
repetitively. 

If now only the neurone’s dendrites are 
activated, as in the circuits here studied, and 
if these dendrites do not conduct all-or-none 
impulses to the cell body, the latter will 
presumably not respond. In fact we have 
not been able to detect such responses. Still 
some effect should be exerted on the cell 
body by flow of current from excited dendrite 
to unexcited cell body. As more separate 
local processes are set up on more dendritic 
branches by activity in the various pathways 
that we find impinging only on dendrites, the 
effect on the cell body is summed. This 
would constitute an arrangement particularly 
suitable for collecting influences from various 
sources to be focussed on a given neurone. 
Moreover, the subthreshold effect of an im- 
pulse is to render the nervous structure more 
excitable to further impulses; it is not im- 
probable that if the dendrite is partially 
excited at a number of loci simultaneously, 
it might then become conducting and fire its 
cell body. Short of this the effect of partial 
or local excitation of dendrites must be to 
partially excite the cell and thus lower its 
threshold to impulses reaching it more di- 
rectly from axons ending on it. This increase 
of excitability of cells under the influence of 
dendritic activity can be experimentally 
detected. 

If, as present evidence indicates, the non- 
conducted activity of the dendrite does not 
have a true refractory phase, the persisting 
play of impulses on it should maintain it in 
an excited state for relatively long times. 
This also is borne out by experiment ; repeti- 
tive stimulation of dendrites cither directly 
or via intracortical axons prolongs their 
activity and maintains them in a persistently 
depolarized condition. The prolonged ac- 
tivity so resulting is adequate to account 
for such slowly oscillating potentials as the 
waves of the electroencephalogram. 
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The net result of such a situation must 
be to overcome some of the limitations of 
the all-or-none character of the nerve im- 
pulse. So far as known, all communication 
between neurones must be carried out by 
means of all-or-none impulses in nerve fibers 
connecting them. But in the cell’s dendritic 
apparatus the condition may be more or less 
instead of all or none. The constant-value 
impulses sent out by a cell may be varied in 
number and frequency, and a given nerve 
fiber can thus express fine gradations in the 
state of its neurone by the temporal pattern 
of the impulses it discharges. 

As compared with a network of nerve cells 
and axons limited to all-or-none impulses, 
the continuously variable dendritic activity 
extends considerably the possibilities of 
complexity of function. Yet this type of den- 
dritic circuit is a most primitive form of 
nervous connection. It is interesting to find 
a fairly direct derivative of the old neuropil 
structure employed in the most highly 
evolved regions of the central nervous system, 
in those association areas of cortex which 
have become the apparatus of the most 
complex functioning. 


SUMMARY 


The interaction between areas of the cere- 
bral cortex of the cat have been studied by 
recording the electrical responses of one area 
following stimulation of another area by 
single and repetitive shocks. The cortex is 
stimulated at different depths, and records 
are taken from one electrode at the cortical 
surface and another in white matter, or from 
fractional leads, in the area responding. 

Axons from the stimulated point of one 
region may end in the second region by 
synaptic connections either on cell bodies or 
on cell dendrites. The paths ending on the 
apical dendrites of pyramidal cells are par- 
ticularly dealt with here. The type of ending 


can be recognized by the form of the activity 
set up in the neurones responding. 

If axonal endings on cell bodies are in- 
volved, the sequence of events starts with 
one or more brief spikes (1 msec. in dura- 
tion) characteristic of all-or-none activity in 
cell bodies and their axons. If the paths 
activated end on dendrites, a slower wave 
(15 msec. in duration) is the initial and may 
be the only response. 

Certain conclusions can be drawn from the 
experimental results. The properties of cell 
dendrities are different from those of cell 
bodies and their axons. The duration of re- 
sponse of dendrites is much longer; they 
have no true absolutely refractory period ; 
they may support local activity at a stimu- 
lated region without propagation of impulses 
to their cell bodies, and then affect their cell 
bodies by altering the excitability of the 
latter to impulses reaching them directly. 
They can be maintained in persistent nega- 
tivity by repetitive stimulation. 

Of relations so far studied, the afferent 
projection areas are activated chiefly by 
means of axonal paths ending on cell bodies, 
while many of the interconnections from 
cortex to cortex are made by axonal paths 
ending on dendrites. 
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THE MAMMAL AND HIS ENVIRONMENT 
D. O. HEBB, Px.D., MontREat, CANADA 


The original intention in this paper was 
to discuss the significance of neurophysio- 
logical theory for psychiatry and psy- 
chology, and to show, by citing the work 
done by some of my colleagues, that the 
attempt to get at the neural mechanisms of 
behavior can stimulate and clarify purely be- 
havioral—that is, psychiatric and psychologi- 
cal—thinking. The research to be described 
has, I think, a clear relevance to clinical 
problems; but its origin lay in efforts to 
learn how the functioning of individual neu- 
rons and synapses relates to the functions of 
the whole brain, and to understand the physi- 
ological nature of learning, emotion, think- 
ing, or intelligence. 

In the end, however, my paper has simply 
become a review of the research referred to, 
dealing with the relation of the mammal to 
his environment. The question concerns the 
normal variability of the sensory environ- 
ment and this has been studied from two 
points of view. First, one may ask what the 
significance of perceptual activity is during 
growth; for this purpose one can rear an 
animal with a considerable degree of restric- 
tion, and see what effects there are upon 
mental development. Secondly, in normal 
animals whose development is complete, one 
can remove a good deal of the supporting 
action of the normal environment, to dis- 
cover how far the animal continues to be 
dependent on it even after maturity. 


THE ROLE OF THE ENVIRONMENT DURING 
GROWTH 


The immediate background of our present 
research on the intelligence and personality 
of the dog is the work of Hymovitch(6) on 
the intelligence of rats. He reared laboratory 
rats in 2 ways: (1) in a psychologically re- 
stricted environment, a small cage, with food 
and water always at hand and plenty of op- 
portunity for exercise (in an activity wheel), 
but with no problems to solve, no need of 


1 Read at the 110th annual meeting of The Ameri- 
can Psychiatric Association, St. Louis, Mo., May 
3-7, 1954. 
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getting on with others, no pain; and (2) in 
a “free” environment, a large box with ob- 
stacles to pass, blind alleys to avoid, other 
rats to get on with, and thus ample opportu- 
nity for problem-solving and great need for 
learning during growth. Result: the rats 
brought up in a psychologically restricted 
(but biologically adequate) environment 
have a lasting inferiority in problem-solving. 
This does not mean, of course, that environ- 
ment is everything, heredity nothing: here 
heredity was held constant, which prevents 
it from affecting the results. When the re- 
verse experiment is done we find problem- 
solving varying with heredity instead. The 
same capacity for problem-solving is fully 
dependent on both variables for its develop- 
ment. 

To take this further, Thompson and others 
have been applying similar methods to dogs 
(9). The same intellectual effect of an im- 
poverished environment is found again, per- 
haps more marked in the higher species. But 
another kind of effect can be seen in dogs, 
which have clearly marked personalities. 
Personality—by which I mean complex indi- 
vidual differences of emotion and motiva- 
tion—is again strongly affected by the infant 
environment. These effects, however, are 
hard to analyze, and I cannot at present give 
any rounded picture of them. 

First, observations during the rearing it- 
self are significant. A Scottish terrier is 
reared in a small cage, in isolation from other 
Scotties and from the human staff. Our ani- 
mal man, William Ponman, is a dog lover 
and undertook the experiment with misgiv- 
ings, which quickly disappeared. In a cage 
30 by 30 inches, the dogs are “happy as 
larks,” eat more than normally reared dogs, 
grow well, are physically vigorous: as Pon- 
man says, “I never saw such healthy dogs— 
they’re like bulls.” If you put a normally- 
reared dog into such a cage, shut off from 
everything, his misery is unmistakable, and 
we have not been able to bring ourselves to 
continue such experiments. Not so the dog 
that has known nothing else. Ponman 
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showed some of these at a dog show of na- 
tional standing, winning first-prize ribbons 
with them. 

Observations by Dr. Ronald Melzack on 
pain are extremely interesting. He reared 2 
dogs, after early weaning, in complete isola- 
tion, taking care that there was little oppor- 
tunity for experience of pain (unless the dog 
bit himself). At maturity, when the dogs 
were first taken out for study, they were 
extraordinarily excited, with random, rapid 
movement. As a result they got their tails 
or paws stepped on repeatedly—but paid no 
attention to an event that would elicit howls 
from a normally reared dog. After a few 
days, when their movements were calmer, 
they were tested with an object that gave 
electric shock, and paid little attention to it. 
Through 5 testing periods, the dog repeat- 
edly thrust his nose into a lighted match ; and 
months later, did the same thing several 
times with a lighted cigar. 

A year and a half after coming out of re- 
striction they are still hyperactive. Clip- 
ping and trimming one of them is a 2-man 
job ; if the normal dog does not stand still, a 
cuff on the ear will remind him of his duty; 
but cuffing the experimental dog “has as 
much effect as if you patted him—except he 
pays no attention to it.” It seems certain, 
especially in view of the related results re- 
ported by Nissen, Chow, and Semmes(7) 
for a chimpanzee, that the adult’s perception 
of pain is essentially a function of pain ex- 
perience during growth—and that what we 
call pain is not a single sensory quale but a 
complex mixture of a particular kind of syn- 
thesis with past learning and emotional 
disturbance. 

Nothing bores the dogs reared in restric- 
tion. At an “open house,” we put 2 re- 
stricted dogs in one enclosure, 2 normal ones 
in another, and asked the public to tell us 
which were the normal. Without exception, 
they picked out the 2 alert, lively, interested 
animals—not the lackadaisical pair lying in 
the corner, paying no attention to the visi- 
tors. The alert pair, actually, were the re- 
stricted ; the normal dogs had seen all they 
wanted to see of the crowd in the first 2 
minutes, and then went to sleep, thoroughly 
bored. The restricted dogs, so to speak, 
haven’t the brains to be bored. 


Emotionally, the dogs are “immature,” but 
not in the human or clinical sense. They are 
little bothered by imaginative fears. Dogs 
suffer from irrational fears, like horses, por- 
poises, elephants, chimpanzees, and man ; but 
it appears that this is a product of intellectual 
development, characteristic of the brighter, 
not the duller animal. Our dogs in restric- 
tion are not smart enough to fear strange 
objects. Things that cause fear in normal 
dogs produce only a generalized, undirected 
excitement in the restricted. If both normal 
and restricted dogs are exposed to the same 
noninjurious but exciting stimulus repeat- 
edly, fear gradually develops in the re- 
stricted ; but the normals, at first afraid, have 
by this time gone on to show a playful ag- 
gression instead. On the street, the restricted 
dogs “lead well,” not bothered by what goes 
on around them, while those reared normally 
vary greatly in this respect. Analysis has a 
long way to go in these cases, but we can 
say now that dogs reared in isolation are not 
like ordinary dogs. They are both stupid 
and peculiar. 

Such results clearly support the clinical 
evidence, and the animal experiments of 
others(1), showing that early environment 
has a lasting effect on the form of adjustment 
at maturity. We do not have a great body 
of evidence yet, and before we generalize 
too much it will be particularly important 
to repeat these observations with animals 
of different heredity. But I have been very 
surprised, personally, by the lack of evidence 
of emotional instability, neurotic tendency, 
or the like, when the dogs are suddenly 
plunged into a normal world. There is, in fact, 
just the opposite effect. This suggests caution 
in interpreting data with human children, 
such as those of Spitz(8) or Bowlby(3). 
Perceptual restriction in infancy certainly 
produces a low level of intelligence, but it 
may not, by itself, produce emotional dis- 
order. The observed results seem to mean, 
not that the stimulus of another attentive 
organism (the mother) is necessary from 
the first but that it may become necessary 
only as psychological dependence on the 
mother develops. However, our limited data 
certainly cannot prove anything for man, 
though they may suggest other interpreta- 
tions besides those that have been made. 
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THE ENVIRONMENT AT MATURITY 


Another approach to the relation between 
the mammal and his environment is possible : 
that is, one can take the normally reared 
mammal and cut him off at maturity from his 
usual contact with the world. It seems clear 
that thought and personality characteristics 
develop as a function of the environment. 
Once developed, are they independent of it? 
This experiment is too cruel to do with 
animals, but not with college students. The 
first stage of the work was done by Bexton, 
Heron, and Scott(2). It follows up some 
work by Mackworth on the effects of mo- 
notony, in which he found extraordinary 
lapses of attention. Heron and his co- 
workers set out to make the monotony more 
prolonged and more complete. 

The subject is paid to do nothing 24 hours 
a day. He lies on a comfortable bed in a 
small closed cubicle, is fed on request, goes 
to the toilet on request. Otherwise he does 
nothing. He wears frosted glass goggles 
that admit light but do not allow pattern 
vision. His ears are covered by a sponge- 
rubber pillow in which are embedded small 
speakers by which he can be communicated 
with, and a microphone hangs near to enable 
him to answer. His hands are covered with 
gloves, and cardboard cuffs extend from 
the upper forearm beyond his fingertips, per- 
mitting free joint movement but with little 
tactual perception. 

The results are dramatic. During the stay 
in the cubicle, the experimental subject 
shows extensive loss, statistically significant, 
in solving simple problems. He complains 
subjectively that he cannot concentrate; his 
boredom is such that he looks forward 
eargerly to the next problem, but when it is 
presented he finds himself unwilling to make 
the effort to solve it. 

On emergence from the cubicle the subject 
is given the same kind of intelligence tests as 
before entering, and shows significant loss. 
There is disturbance of motor control. Visual 
perception is changed in a way difficult to de- 
scribe; it is as if the object looked at was 
exceptionally vivid, but impaired in its rela- 
tion to other objects and the background— 
a disturbance perhaps of the larger organiza- 
tion of perception. This condition may last 
up to 12 or 24 hours. 


Subjects reported some remarkable hal- 
lucinatory activity, some which resembled the 
effects of mescal, or the results produced by 
Grey Walter with flickering light. These 
hallucinations were primarily visual, perhaps 
only because the experimenters were able 
to control visual perception most effectively ; 
however, some auditory and somesthetic 
hallucinations have been observed as well. 

The nature of these phenomena is best 
conveyed by quoting one subject who re- 
ported over the microphone that he had just 
been asleep and had a very vivid dream and 
although he was awake, the dream was 
continuing. The study of dreams has a long 
history, and is clearly important theoretically, 
but is hampered by the impossibility of know- 
ing how much the subject’s report is dis- 
torted by memory. In many ways the hallu- 
cinatory activity of the present experiments 
is indistinguishable from what we know 
about dreams; if it is in essence the same 
process, but going on while the subject can 
describe it (not merely hot but still on the 
griddle), we have a new source of informa- 
tion, a means of direct attack, on the nature 
of the dream. 

In its early stages the activity as it occurs 
in the experiment is probably not dream- 
like. The course of development is fairly 
consistent. First, when the eyes are closed 
the visual field is light rather than dark. 
Next there are reports of dots of light, lines, 
or simple geometrical patterns, so vivid that 
they are described as being a new experience. 
Nearly all experimental subjects reported 
such activity. (Many of course could not 
tolerate the experimental conditions very 
long, and left before the full course of de- 
velopment was seen.) The next stage is the 
occurrence of repetitive patterns, like a wall- 
paper design, reported bv three-quarters of 
the subjects ; next, the appearance of isolated 
objects, without background, seen by half 
the subjects; and finally, integrated scenes, 
involving action, usually containing dream- 
like distortions, and apparently with all the 
vividness of an animated cartoon, seen by 
about a quarter of the subjects. In general, 
these amused the subject, relieving his bore- 
dom, as he watched to see what the movie 
program would produce next. The subjects 
reported that the scenes seemed to be out in 
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front of them. A few could, apparently, 
“look at” different parts of the scene in 
central vision, as one could with a movie; 
and up to a point could change its content 
by “trying.” It was not, however, well under 
control. Usually, it would disappear if the 
subject were given an interesting task, but 
not when the subject described it, nor if he 
did physical exercises. Its persistence and 
vividness interfered with sleep for some sub- 
jects, and at this stage was irritating. 

In their later stages the hallucinations 
were elaborated into everything from a peace- 
ful rural scene to naked women diving and 
swimming in a woodland pool to prehistoric 
animals plunging through tropical forests. 
One man saw a pair of spectacles, which 
were then joined by a dozen more, without 
wearers, fixed intently on him; faces some- 
times appeared behind the glasses, but with 
no eyes visible. The glasses sometimes moved 
in unison, as if marching in procession. 
Another man saw a field onto which a 
bathtub rolled: it moved slowly on rubber- 
tired wheels, with chrome hub caps. In it 
was seated an old man wearing a battle 
helmet. Another subject was highly enter- 
tained at seeing a row of squirrels marching 
single file across a snowy field, wearing 
snowshoes and carrying little bags over their 
shoulders. 

Some of the scenes were in 3 dimensions, 
most in 2 (that is, as if projected on a 
screen). A most interesting feature was that 
some of the images were persistently tilted 
from the vertical, and a few reports were 
given of inverted scenes, completely upside 
down. 

There were a few reports of auditory 
phenomena—one subject heard the people 
in his hallucination talking. There was also 
some somesthetic imagery, as when one saw 
a doorknob before him, and as he touched 
it felt an electric shock; or when another 
saw a miniature rocket ship maneuvering 
around him, and discharging pellets that he 
felt hitting his arm. But the most interesting 
of these phenomena the subject, apparently, 
lacked words to describe adequately. There 
were references to a feeling of “otherness,” 
or bodily “strangeness.” One said that his 
mind was like a ball of cottonwool floating 
in the air above him. Two independently 


reported that they perceived a second body, 
or second person, in the cubicle. One subject 
reported that he could not tell which of the 
2 bodies was his own, and described the 2 
bodies as overlapping in space—not like 
Siamese twins, but 2 complete bodies with an 
arm, shoulder, and side of each occupying the 


same space. 


THEORETICAL SIGNIFICANCE 


The theoretical interest of these results 
for us extends in 2 directions. On the one 
hand, they interlock with work using more 
physiological methods, of brain stimulation 
and recording, and especially much of the 
recent work on the relation of the brain stem 
to cortical “arousal.” Points of correspond- 
ence between behavioral theory and knowl- 
edge of neural function are increasing, and 
each new point of correspondence provides 
both a corrective for theory and a stimulation 
for further research. A theory of thought 
and of consciousness in physiologically in- 
telligible terms need no longer be completely 
fantastic. 

On the other hand, the psychological data 
cast new light on the relation of man to his 
environment, including his social environ- 
ment, and it is this that I should like to 
discuss a little further. To do so I must go 
back for a moment to some earlier experi- 
ments on chimpanzee emotion. They indicate 
that the higher mammal may be psychologi- 
cally at the mercy of his environment to a 
much greater degree than we have been 
accustomed to think. 

Studies in our laboratory of the role of 
the environment during infancy and a large 
body of work reviewed recently by Beach 
and Jaynes(1) make it clear that psycho- 
logical development is fully dependent on 
stimulation from the environment. Without 
it, intelligence does not develop normally, 
and the personality is grossly atypical. The 
experiment with college students shows that 
a short period—even a day or so—of de- 
privation of a normal sensory input produces 
personality changes and a clear loss of 
capacity to solve problems. Even at maturity, 
then, the organism is still essentially de- 
pendent on a normal sensory environment 
for the maintenance of its psychological 


integrity. 
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The following data show yet another way 
in which the organism appears psychologi- 
cally vulnerable. It has long been known that 
the chimpanzee may be frightened by repre- 
sentations of animals, such as a small toy 
donkey. An accidental observation of my 
own extended this to include representations 
of the chimpanzee himself, of man, and of 
parts of the chimpanzee or human body. 
A model of a chimpanzee head, in clay, 
produced terror in the colony of the Yerkes 
Laboratories, as did a lifelike representation 
of a human head, and a number of related 
objects such as an actual chimpanzee head, 
preserved in formalin, or a colored repre- 
sentation of a human eye and eyebrow. A 
deeply anesthetized chimpanzee, “dead” as 
far as the others were concerned, aroused 
fear in some animals and vicious attacks by 
others(4). 

I shall not deal with this theoretically. 
What matters for our present purposes is 
the conclusion, rather well supported by the 
animal evidence, that the greater the de- 
velopment of intelligence the greater the 
vulnerability to emotional breakdown. The 
price of high intelligence is susceptibility to 
imaginative fears and unreasoning suspicion 
and other emotional weaknesses. The conclu- 
sion is not only supported by the animal data, 
but also agrees with the course of develop- 
ment in children, growing intelligence being 
accompanied by increased frequency and 
strength of emotional problems—up to the 
age of 5 years. 

Then, apparently, the trend is reversed. 
Adult man, more intelligent than chimpanzee 
or 5-year-old child, seems not more subject 
to emotional disturbances but less. Does this 
then disprove the conclusion? It seemed a 
pity to abandon a principle that made sense 
of so many data that had not made sense 
before, and the kind of theory I was working 
with—neurophysiologically oriented—also 
pointed in the same direction. The question 
then was, is it possible that something is 
concealing the adult human being’s emotional 
weaknesses ? 

From this point of view it became evident 
that the concealing agency is man’s culture, 
which acts as a protective cocoon. There 
are many indications that our emotional 
stability depends more on our successful 


avoidance of emotional provocation than on 
our essential characteristics: that urbanity 
depends on an urbane social and physical 
environment. Dr. Thompson and I(5) re- 
viewed the evidence, and came to the con- 
clusion that the development of what is called 
“civilization” is the progressive elimination 
of sources of acute fear, disgust, and anger ; 
and that civilized man may not be less, but 
more, susceptible to such disturbance because 
of his success in protecting himself from dis- 
turbing situations so much of the time. 

We may fool ourselves thoroughly in this 
matter. We are surprised that children are 
afraid of the dark, or afraid of being left 
alone, and congratulate ourselves on having 
got over such weakness. Ask anyone you 
know whether he is afraid of the dark, and 
he will either laugh at you or be insulted. 
This attitude is easy to maintain in a well- 
lighted, well-behaved suburb. But try being 
alone in complete darkness in the streets of 
a strange city, or alone at night in the deep 
woods, and see if you still feel the same way. 

We read incredulously of the taboo rules 
of primitive societies; we laugh at the super- 
stitious fear of the dead in primitive people. 
What is there about a dead body to produce 
disturbance? Sensible, educated people are 
not so affected. One can easily show that 
they are, however, and that we have de- 
veloped an extraordinarily complete taboo 
system—not just moral prohibition, but full- 
fledged ambivalent taboo—to deal with the 
dead body. I took a poll of an undergraduate 
class of 198 persons, including some nurses 
and veterans, to see how many had en- 
countered a dead body. Thirty-seven had 
never seen a dead body in any circumstances, 
and gi had seen one only after an under- 
taker had prepared it for burial; making a 
total of 65% who had never seen a dead body 
in, so to speak, its natural state. It is quite 
clear that for some reason we protect society 
against sight of, contact with, the dead body. 
Why? 

Again, the effect of moral education, and 
training in the rules of courtesy, and the 
compulsion to dress, talk and act as others 
do, adds up to ensuring that the individual 
member of society will not act in a way that 
is a provocation to others—will not, that is, 
be a source of strong emotional disturbance, 
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except in highly ritualized circumstances ap- 
proved by society. The social behavior of a 
group of civilized persons, then, makes up 
that protective cocoon which allows us to 
think of ourselves as being less emotional 
than the explosive 4-year-old or the equally 
explosive chimpanzee. 

The well-adjusted adult therefore is not 
intrinsically less subject to emotional dis- 
turbance: he is well-adjusted, relatively un- 
emotional, as long as he is in his cocoon. 
The problem of moral education, from this 
point of view, is not simply to produce a 
stable individual, but to produce an individ- 
ual that will (1) be stable in the existing 
social environment, and (2) contribute to 
its protective uniformity. We think of some 
persons as being emotionally dependent, 
others not; but it looks as though we are 
all completely dependent on the environment 


in a way and to a degree that we have not 
suspected. 
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CLINICAL STUDIES ON a-(2-PIPERIDYL) BENZHYDROL 
HYDROCHLORIDE, A NEW ANTIDEPRESSANT DRUG?* 


HOWARD D. FABING, M. D., J. ROBERT HAWKINS, M.D., ano JAMES A. L. MOULTON, M.D. 
CIncINNATI, 


The purpose of this study was to determine 
the clinical usefulness of a new antidepressant 
drug, Meratran, ? in ambulatory patients and 
to select clinical indications for further study. 
This report summarizes our data on the first 
131 patients although more recent experience 
has included 320 cases. 


PHARMACOLOGIC STUDIES 


Selection of this compound for clinical trial 
was based on the experimental work of 
Brown and Werner(1). This compound has 
the following formula: 


CH=CH 


It differs from other known central stimu- 
lants in both chemical structure and pharma- 
cologic activity. The acute LDso dose of 
the compound was found to be 30+1.6 


1 Read at the 110th annual meeting of The Amer- 
ican Psychiatric Association, St. Louis, Mo., May 
3-7, 1954. 

2 Meratran is a trade-mark of The Wm. S. Mer- 
rell Company for its brand of Pipradrol (a-(2- 
piperidyl) benzhydrol hydrochloride). Investiga- 
tional supplies were generously provided by the 
Medical Research Department, The Wm. S. Mer- 
rell Company, Cincinnati, O. 


mg./Kg. when given intravenously at the 
rate of 20 mg. per minute in rats. In the 
same animals the acute LD,. dose was 
180+22 mg./Kg. orally. By the subcuta- 
neous route, also in rats, the LDs. dose was 
240+ 51 mg./Kg. In rabbits the intravenous 
acute LDs. dose given at the rate of 20 mg. 
per minute was 15+1.8 mg./Kg. These 
LDso doses, weight for weight, are appar- 
ently lower than those for dl-amphetamine 
sulphate (see Table 1). 

Doses that are quite small in relation to the 
LDso dose induce prolonged periods of 
purposeful hyperactivity in experimental ani- 
mals. Hyperactivity increases as the dose 
is increased in rats. Dogs also experience 
increased activity on small doses but remain 
or tend to become friendly and to eat readily. 
Larger doses in both rats and dogs frequently 
cause forced circling movements. Convul- 
sions do not occur until the LDs_ dose of this 
compound is reached. After the period of 
hyperactivity or after convulsion no depres- 
sion of central activity is noted. In rabbits 
4 to one LDs_ dose of this compound given 
intravenously arouses animals completely 
from light barbiturate depression and is cap- 
able of waking rabbits from deep barbiturate 
depression. The compound is not capable of 
acting as an antidote against lethal barbitu- 
rate depression in the rabbit. Doses of the 
compound which cause hyperactivity in the 
experimental animal have little or no effect 
on blood pressure, pulse rate, and respiration. 

Consideration of these findings indicated 
to us that the compound appeared to have 
central stimulating action without overt con- 


TABLE 1 


Comparative Acute LDs VALUES AND STANDARD Errors EsTIMATED BY THE METHOD OF MILLER AND 
TAINTER (1944) 


Rabbits 


Intravenous 
(20 mg./min.) 


Rats 


Intravenous 


Subcutaneous (20 mg./min.) 


aq 
4 
CH, CH 
H: CH; Cc CH—CH 
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H 
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Oral 3 
q mg./Kg. mg./Kg. mg./Kg. mg./Kg. 
Meratran hydrochloride ................. #18 180 + 22 240 + 51 30 + 1.6 
dl-amphetamine sulphate ................ 101.6 70 + 6.5 67 +7 go0+18 
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vulsant action in laboratory animals. There 
appeared to be a wide margin of safety be- 
tween the dose producing manifestations of 
central stimulation and the lethal dose. 
Furthermore, the increased activity in ex- 
perimental animals appeared well-organized 
with small doses, and not to be associated 
with irritability and hostility, since the ani- 
mals could be handled and petted and fed 
throughout the test period. Because of these 
attributes it was decided to conduct thera- 
peutic trials with this compound. 


SELECTION OF CASES 


Private patients with a variety of neuro- 
psychiatric conditions were treated with 
varying doses of Meratran orally, usually 
starting with 1.0 mg. or 2.5 mg. tablets 2 or 
3 times daily until a response was observed. 

The first patients tested were 2 middle- 
aged women who were suffering from nar- 
colepsy of long standing. It was found that 
these patients could tolerate this compound 
in doses from 20 to 100 mg. daily without 
observable side effects and with salutary 
clinical response. The observations on nar- 
coleptics will be summarized elsewhere. 

Reasoning by analogy that drugs of the 
amphetamine series, which are effective in 
the treatment of narcolepsy(2), are also of 
therapeutic value in depressive states, pa- 
tients with this type of mood disorder were 
studied next. 

Impressive results were seen in 30 of the 
first 34 cases of reactive depression and in 
17 of 27 cases of endogenous depression of 
mild to moderate severity. Agitated depres- 
sive states did not respond favorably, and 
seemed to be made worse in some instances 
by the use of the compound. Among the 
most heartening observations in depressed 
patients were that nocturnal sleep and appe- 
tite were usually unaffected in therapeutically 
effective doses and that cardiovascular 
pressor reactions did not occur. Blood 
pressure and pulse rate observations failed 
to reveal any trend toward increase in either 
of these physiologic functions, nor did the 
patients complain of subjective sensations 
of tachycardia, flushing, or pounding sensa- 
tions in either the chest or the head. 

On occasion the response of patients with 
reactive depression was sudden and dramatic. 


The case of a 31-year-old stenographer is 
illustrative : 


This girl became engaged to a grocer some I5 
years her senior and realized a month later that the 
was not a good match. She is a person 
given to intellectual pursuits, and enjoys reading, 
music, and other cultural activities. Her fiance’s 
whole life was concerned with his storekeeping 
activities and not much else and he threw all the 
burden of decision-making on her. When she broke 
the engagement she had difficulty in facing friends, 
in meeting social situations and in making an ad- 
justment to the change. 

On consultation she complained of being forget- 
ful, apprehensive, restless, and bored. She spoke 
of occipital headaches, moderate sleep disturbance, 
a feeling of depression but not of suicidal degree, 
marked difficulty in concentration, and of diffuse 
anxiety symptoms such as cardiac palpitation, trem- 
ulous feelings in the abdomen, and a general feel- 
ing of muscular tension. 

After it was determined that the physical and 
neurological examinations were normal she was 
placed on Meratran, 2.5 mg. twice daily. 

This patient was an intelligent girl and a good 
objective reporter. When she left the office after 
her first visit she was discouraged at the thought 
that another doctor had given her another pill. She 
took the first tablet at 4: 00 p.m. that day and noted 
a salutary response after her evening meal. She 
stated, “I felt like a completely different person. 
I no longer felt bored and restless, but my reaction 
was the reverse of that; I felt a surge of ambition.” 
She slept well that night, better than she had been 
sleeping previously ; on waking next morning she 
felt well. She happened to be on vacation at the 
time and had not been taking any interest in things 
around her home. On this day she reported that her 
activity and her interest picked up but that she had 
some palpitation and “nervous feeling” on her sec- 
ond day. This cleared up after 3 or 4 days. She 
remained on vacation for one week and returned to 
her office. She stated, “My self-confidence was 
completely restored. If someone mentioned my en- 
gagement, it was just one of those things. I had 
no qualms of conscience; I went back with a 
buoyant feeling. I would say my efficiency was bet- 
ter, more from the fact that I could concentrate and 
had more interest. Before that it was just routine, 
but now I had more interest, and naturally I turned 
out better work.” Shortly thereafter she sought in- 
creased responsibility and she received an increase 
in salary. 

Medication was continued in this case from June 
30 to August 15, some 6 weeks. By that time she 
was completely adjusted to her broken engagement, 
her active depression had lifted, and the medication 
was dropped. She summarized her response as fol- 
lows: 

“If I had come to talk to you and if you had 
said, ‘You had better get hold of yourself: this is 
your problem and you will have to face it,’ I do 
not think it would have been of much benefit, be- 
cause another doctor had said, ‘you should just get 
out and forget.’ It is easy to say, but not easy to 
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do, and I do not think I could have done it without 
the medication, although I would have made the 
effort. As I told you, I could not concentrate, even 
to reading a book, and I do not think I could have 
done it without the medication. I was in such a 
state that I did not care what anyone would have 
said, it would not have helped. It took the medica- 
tion to do it.” 


Illustrative of the favorable response of a 
patient with endogenous depression is the 
following : 


A 64-year-old retired public official was seen in 
his fourth depression of psychotic proportions. He 
was suicidal and was urging his wife to enter into a 
suicide pact with him. He had been given electro- 
shock therapy by another physician for his previous 
attack and refused to undergo it again. Meratran was 
given in desperation. After the dosage was gradu- 
ated upward until a level of 25 mg. per day was 
reached, this man emerged from his psychotic de- 
pression and became well. One gets the impression 
that the medication certainly helped him over a 
serious phase of a depressive reaction. His previous 
attacks had always been of relatively short dura- 
tion, and there may have been a factor of natural 
remission in this case, but both the patient and his 
wife insisted that the turn came pers when a 
level of 15 mg. per day was reached and improved 
when it was carried higher. 

The patient became very dependent upon this 
medication and refused to withdraw it. After main- 
taining himself at 25 mg. per day for approximately 
6 weeks, while traveling to a meeting in another 
city he left his tablets in a motel along the way. 
He became panicky as he had to read a paper the 
next day. Despite this he was able to read his 
paper, was able to extemporize during a discussion 
period, and to think clearly. He was tense that 
evening, but attended a banquet and sat at the 
speakers’ table. He got through the evening with- 
out difficulty. On the following day he returned 
home and resumed his medication. Despite his re- 
luctance the drug was slowly withdrawn. He 
spent his vacation at the Grand Teton National 
Park and greatly enjoyed it. Some 6 months after 
medication was begun he had tapered off from its 
use entirely and has maintained good health for the 
ensuing 8 months. 

In retrospect, there is little doubt that this medi- 
cation had a salutary effect in his case and that if 
he had been willing to do so, he could have dropped 
his medication much sooner than he did. 

The compound has been employed in other 
types of neuropsychiatric illnesses with vary- 
ing results. The response in patients with 
ambulatory schizophrenia was discouraging, 
and that in a small group with pseudoneu- 
rotic schizophrenia, little better. It was 
hoped that patients with neurasthenic re- 
actions wotld benefit by use of this drug, but 
such was ‘not the case. Patients with pre- 


senile dementia, presumably Alzheimer’s 
Disease, were in most cases not benefited. 
Neither the motor nor psychic manifestations 
were helped in 5 cases of Huntingtou’s 
chorea. Patients with psychoses associated 
with cerebral arteriosclerosis were not helped 
if involvement was severe. Three upset para- 
noid patients were not improved. Seriously 
incapacitated obsessive-compulsive patients 
were made worse, if anything, by the medi- 
cation. 

Patients with anxiety reactions, in which 
there was no depressive element, often ex- 
perienced an increase of anxiety symptoms 
on this medication. However, if depressive 
features were present, the response was often 
good, and on a few occasions excellent, but 
we concluded that this medication was con- 
traindicated in the control of anxiety 
symptoms when they were present in pure 
culture. 

There is a small but significant group of 
epileptics who become depressed and tense 
when their seizures are controlled by anti- 
convulsant drugs. These patients are always 
a puzzle therapeutically. This drug, when 
added to anticonvulsants, has helped 4 pa- 
tients of this type in a gratifying way. There 
is another group of epileptics who become 
drowsy and dull when effective doses of 
hydantoin drugs are administered. Meratran, 
administered in small doses along with the 
hydantoins, will often circumvent this side 
reaction. 

Preliminary observations suggest that this 
compound may open a new avenue for the 
treatment of certain tics, a group of con- 
ditions which provide a stubborn challenge 
for most therapists. We have been fascinated 
by our observations of an elderly lady who 
had a severe blepharospasm of 4 years’ dura- 
tion. 

Spasm of her orbicularis oculi muscle bilaterally 
was so severe that she was almost totally incapa- 
citated by her almost constantly closed eyes. She 
was covered with bruises caused by repeatedly 
bumping into doors and furniture in her home. She 
was a proud woman yearning for independence, but 
because of her inability to keep house, she had re- 
luctantly put herself in her daughter’s care. When 
her daily dose of this compound was raised to 15 
mg. daily for one month she proudly entered the 
office exhibiting a quilt she had sewed together. 
She had not picked up a needle during the previous 
4 years. Although tic movements of her periocular 
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muscles are still discernible to a small degree, she 
is now making pin money by addressing envelopes 
for a mailing company in her home. Before the 
medication was used she was unable to write. 


Two other cases of blepharospasm and one 
of spasmodic torticollis have been under ob- 
servation a short time and these patients also 
appear improved. The neurophysiologic im- 
plications of this therapy in tic cases are 
challenging, to say the least. Parenthetically, 
our observations do not indicate at this time 
Parkinsonian syndromes are affected favor- 
ably. 


DOSAGE 


It makes no difference whether the medi- 
cation is given before or after meals. A 
pleasant clinical observation is that we have 
encountered no case of anorexia in the entire 
series of 320 cases ; appetite is unaffected, and 
often improved as depressive symptoms 
abate. Occasional patients complain that they 
are too alert at bedtime, and our usual advice 
in such cases has been to drop the evening 
dose. This has been necessary in only one 
each of 37 reactive depressions and 34 psy- 
chotic depressions. 

On the usual dose, 2.5 mg. 3 times a day, 
anxiety symptoms developed in 3 cases 
among the reactive depressions, and in 5 
cases among the 34 endogenous ones. This 
incidence of anxiety reactions is significantly 
high to suggest that in office practice an 
initial dose of 1.0 mg. t.i.d. should be tried 
for approximately one week, and that if no 
somatic anxiety reaction occurs, and if the 
therapeutic results are not adequate at that 
level, the dose may be advanced to 2.5 mg. 
t.i.d. Further alteration in dosage is depend- 
ent upon the response of the individual pa- 
tient, and upon the skill of the physician. 
Total dosage of 15, 20, and 25 mg. daily has 
been employed on occasion in response to 
therapeutic demand. In no case has there 
been any clinically observed alteration in 
pulse, respiration, or blood pressure at these 
levels. As was pointed out earlier, one severe 
narcoleptic patient has taken an average of 
100 mg. daily for more than a year. Thorough 
studies of cardiovascular responses, liver 
function tests, blood counts, and urinalyses 

have remained normal throughout that time. 


General rules on dosage can be outlined 
graphically. The depressive reactions merge 
imperceptibly from one category to the next 
in relation to severity. This is portrayed 
best by the spectrum (Fig. 1). The mildly 
depressed should receive quite small doses 
whereas the seriously depressed may require 
many times more. Overdosage at any level 
may initiate uncomfortable tension symptoms. 
It is necessary to maintain dosage below 
this critical level in all cases. 

A case of overdosage deserves brief 
mention. 


A 24-year-old child weighing 25 pounds swallowed 
15 mg. of her grandfather’s medication at about 
10:00 a.m. An hour later the grandparents noted 
that the child was excited and emitted a continuous 
stream of vocal expression and that she ran from 
room to room in frenzied activity. At lunchtime she 
ate voraciously and quickly. After lunch she re- 
sumed her hyperactivity and it was noted that she 
brushed her hands across her forehead alternately 
in a stereotyped way, as though brushing hair out 
of her eyes. At 6:00 p.m. she again ate greedily. 
She was put to bed at 7:00 p.m. and was asleep 
an hour later. She awakened at 5:00 a.m., still 
voluble vocally, but her motor hyperactivity was 
now confined to the brushing movements of the 
hands against her forehead. She ate breakfast hur- 
riedly, and it was then that the grandparents de- 
cided to bring her to the hospital. There it was 
noted that her blood pressure was 180/120 and the 
pulse was 160 plus. The child was frightened and 
crying, and it was thought that her emotional state 
might have occasioned her cardiovascular reaction. 
The stereotyped hand movements stopped when an 
object was placed in her hands, but resumed when 
it was removed. Sodium amytal, grains 1, was 
given intramuscularly. She slept for 3 hours. Al- 
though somewhat tense, she was definitely quieter 
on waking, and was permitted to return home. The 
stereotypy returned from 7:00 to 9:00 p.m., when 
she fell asleep. On awaking the following morning 
she was full recovered. Her pulse and blood pres- 
sure returned to normal levels. 


DISCUSSION 


Clinical trial discloses that Meratran is an 
effective central stimulant. It is closest in 
its action to drugs of the amphetamine series. 
This conclusion is predicated upon the similar 
therapeutic action of these compounds in 
depressive reactions and narcolepsy. Marked 
differences are noted, however. Foremost 
is the failure of the newer medications to 
affect the appetite and cardiovascular re- 
sponses. Furthermore, insomnia almost never 
occurs when the compound is administered 
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in proper dosage. Anxiety symptoms occur, 
but with lesser frequency and less unpleasant- 
ness subjectively than with amphetamines. 
The management of patients at the office 
level is in our experience easier with this 
compound than with the amphetamines be- 
cause of these less troublesome side re- 
actions. 

Preliminary observations indicate that the 
range of usefulness of this compound in office 
psychiatry is roughly the same as that of 
the amphetamines, namely, the depressions 
of less severe type, when anxiety or agitation 
are not major symptoms, In other psychi- 
atric disorders it is not therapeutically ef- 
fective. We are also encouraged by indica- 
tions that it may be of therapeutic value in 
selected cases of tic movements as well as 
in narcolepsy, and as an adjunct in the 
management of selected cases of epilepsy. 


CONCLUSIONS 


1. The pharmacology of a new antide- 
pressant drug, Meratran, is reviewed briefly. 
2. Clinical trial in 320 cases disclosed that 


the therapeutic indications of this compound 


are roughly similar to those of the 
amphetamines. 

3. Reactive depressions responded effec- 
tively in 90% of our relatively small series. 

4. Endogenous depressions responded 
favorably in 65% of our cases. 

5. The drug has proved valuable in office 
practice because the appetite loss and the 
cardiovascular pressor reactions sometimes 
observed after the administration of the 
amphetamines are not encountered. In addi- 
tion, the drug seldom interferes with noc- 
turnal sleep, and when it produces anxiety 
side reactions these are less severe and less 
disturbing subjectively than those encoun- 
tered with the amphetamines. 

6. When anxiety or agitation comprise a 
sizable proportion of the clinical picture the 
drug should be used with caution. 

7. Preliminary observations indicate that 
the drug may have therapeutic usefulness, in 
addition to the depressive states, in some 
of the tics, in narcolepsy, and as an adjunct 
in the management of certain epileptics. 

8. Effective dosage ranges (except in 

lepsy) vary between 3.0 and 25.0 mg. 
daily. 


g. Wider clinical trial of this compound 
appears justified. 
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DISCUSSION 


Paut H. Hocn, M.D., (New York City).—Up 
to the present we have used the drug, MRE-108 
(DOL) on 21 schizophrenic patients with different 
symptomatologies. Several of them showed depres- 
sion. It was also used in 5 cases of depression of 
which 3 were manic-depressive depressed and 2 in- 
volutional depressions. There were no reactive de- 
pressions in our series. The DOL was used orally 
on these patients in doses of from 1 to 25 mgm. 
per day. Doses above 24 mgm. per day were given 
in divided amounts, b.i.d. and t.id. Placebos in- 
distinguishable from the drug were alternated with 
DOL in periods varying from one day to 2 weeks. 
In the schizophrenic patients there were no sig- 
nificant objective differences in effects between drug 
and placebo with doses below 10 mgm. In scme pa- 
tients there was some increase in tension and motor 
activity, but it was small and therefore difficult to 
evaluate. In doses of 10 mgm. and above per day a 
marked change was noted between the drug and 
the placebo. All patients frequently mentioned rest- 
lessness, insomnia, and tension. All but one com- 
plained of poor appetite. There was objective in- 
crease in motor activity, tension, and affective 
lability in all but 2 patients. All patients receiv- 
ing the higher doses complained of diffuse tension 
and discomfort. None felt improved. Many felt 
more anxious, confused, and complained of an 
increase in various symptoms, especially rumina- 
tion, depressive and aggressive manifestations. The 
effects of the higher doses of DOL seemed to last 
one day after the drug was discontinued. In 
one patient the medication was discontinued after 
3 days because of his extreme anxiety reaction. 
There were no other sequaelae. We were im- 
pressed by the amphetamine-like side effects of 
the drug such as anorexia, insomnia, diffuse in- 
crease of tension, and restlessness, but with little 
or no euphorizing effect in these schizophrenic 
patients. Two of the depressed patients showed 
a temporary improvement with the drug for about 
a week. After this, however, the mental status re- 
turned to the same level. In the other depressed 
patients there was no change in their mental con- 
dition. All these patients received 24 mgm. t.i.d. 
When this dose was increased to 15 mgm. daily, 
the same amphetamine-like effects became manifest 
as described in the schizophrenic patients, but with- 
out producing any improvement in the mental con- 
dition. 

We feel that the drug needs further investigation 
especially before claims can be substantiated that it 
is very effective in depressed patients and that it 
has no ine-like action. 
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THE EFFECT OF MERATRAN ON TWENTY-FIVE 
INSTITUTIONALIZED MENTAL PATIENTS * 


J. W. SCHUT, M.D., ano H. E. HIMWICH, M.D., Gavessure, ILL. 


Meratran? is a new drug with potential- 
ities for use in the fields of psychiatry and 
internal medicine. Brown and Werner(1) 
examined its pharmacological properties in 
animals and concluded that it was a stimulant 
of the central nervous system. They stated 
also that its effect was not limited to the 
cerebral cortex, but that it acted upon sub- 
cortical mechanisms as well. Rinaldi and 
Himwich(2) found that Meratran stimulates 
the subcortical area which is the source of 
the alerting, arousal, or awakening reaction. 
This effect will be elaborated below. Though 
Meratran is a stimulant and therefore re- 
sembles amphetamine in some of its ac- 
tion(3), it does not belong to the group of 


1 Read at the 110th annual meeting of The Amer- 
ican Psychiatric Association, St. Louis, Mo., May 
3-7, 1954. 

2Meratran is the trade-mark of the Wm. S. 
Merrell Co., Cincinnati, Ohio, for alpha 2-Piperidyl 
Benzhydrol Hydrochloride. 


sympathomimetic drugs, for it does not 
characteristically evoke the overactivity of 
the sympathetic nervous system characterized 
by dilated pupils, sweating, fast heart rate, 
and increased blood pressure. Meratran has 
also been used in a large number of patients 
with various psychiatric and neurologic diag- 
noses by Fabing, Hawkins and Moulton(4), 
and they found it was particularly useful in 
depressions, whether of endogenous or re- 
active origin. It appeared from these data 
that Meratran merited a further trial in 
certain psychiatric disorders characterized by 
depression and inactivity. 

Twenty-five patients with varying psy- 
chiatric diagnoses, all having chronic courses 
were selected from the hospital population, 
because they exhibited depressive features, 
regression, or were feeding problems (see 
Table 1 for diagnoses). Prior to the ad- 
ministration of Meratran each patient had 


TABLE 1 


DraGNnoses oF PATIENT SAMPLE 


Comitment Date 
9-24-21 
6-16-49 
4-6-48 
3-21-51 
10-23-49 
I-5-27 
10-23-50 
5-10-47 
3-21-49 
6-13-18 
1-2-46 
6-21-28 
6-16-49 
10-18-41 
6-21-17 
6-18-36 
1-10-24 
3-25-37 
2-1-51 
3-11-37 
5-7-48 
2-3-16 
I-15-50 
6-24-31 
10-7-48 
5-16-28 


Diagnosis 
Schizophrenia, hebephrenic type 
Involutional psychosis with paranoid trends 
Psychoneurosis, mixed type 
Senile psychosis with simple deterioration 
Involutional melancholia 
Schizophrenia, hebephrenic type 
Schizophrenia, paranoid type 
Schizophrenia, paranoid type 
Psychosis with cerebral arteriosclerosis 
Schizophrenia, hebephrenic type 
Schizophrenia, hebephrenic type 
Schizophrenia, hebephrenic type 
Schizophrenia, undetermined type 
Schizophrenia, hebephrenic type 
Schizophrenia, hebephrenic type 
Schizophrenia, hebephrenic type 
Schizophrenia, hebephrenic type 
Schizophrenia, hebephrenic type 
Schizophrenia, hebephrenic with neurosyphilis 
Schizophrenia, paranoid type 
Schizophrenia, mixed type 
Schizophrenia, simple type 
Anxiety neurosis 
Schizophrenia, catatonic type 
Psychosis with cerebral arteriosclerosis 
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TABLE 2 


PLAN OF EXPERIMENT AND DuRATION OF ADMINIS- 

TRATION OF PLaceso (P) on THE MERATRAN (M) 

(Meratran, in one dose of 2.5 mg, was given daily 
during the first and second 6-week period. 
Placebo was administered to all patients dur- 
ing the third period. The dose of Meratran was 
increased to 5 mg daily in 2 divided doses, dur- 
ing the fourth and fifth periods.) 


a physical, psychiatric, and neurologic ex- 
amination, Several of the patients had or- 
ganic brain disease as a basis for their psy- 
chosis as indicated by the association of 
positive neurologic findings. The duration 
of the observations was 7 months and in- 
cluded four 6-week periods and one 3-week 
placebo period (see Table 2). These patients 
were divided into 2 arbitrary groups. While 
one group was taking Meratran the other 
received placebo, except for the third 3-week 
period when all patients were on placebo. 
This was a “double-blind” study, neither the 
patients nor the investigators were aware 
of the group receiving the actual medication 
until the completion of the study. 

The clinical evaluations comprised not only 
abnormal behavior such as the effects of 
Meratran on delusions and anxiety, but also 
sleeping, eating, tidiness, activity, and other 
aspects of adjustment, both to ward and 
hospital activities. We were particularly con- 
cerned in ascertaining whether the patients 
became greater or lesser problems to the 
attendants. As an aid in assessing any 
changes a standardized set of questions was 
devised. When the daily rounds were made 
the patients were asked these questions which 
included their reactions to the hospital and 
to the routine of the ward. The attendants 
were also questioned in regard to the pa- 
tients’ behavior, their adjustment to care 
and ward management, and whether they 
became more or less disturbed. At the end 
of each 3-week period the remarks of the 
attendants were transcribed and formed part 
of the basis for the clinical evaluation of the 
drug. We recorded our impressions of each 


patient after compilation of data: whether 
unchanged, improved, or made worse. 

The influence of Meratran on the cardio- 
vascular system was assessed in several ways. 
Besides preliminary observations of blood 
pressure and heart rate, 15 additional deter- 
minations of these functions were performed 
on each patient during the 7-month period of 
observation. Record of the time of day and 
its relationship to the time of administration 
of the drug was kept in most instances. 
Weekly weight records were obtained. 


RESULTS 


It is realized that the various effects of 
the treatment are not necessarily independent 
of each other, nevertheless for clarity of 
description the different effects will be pre- 
sented separately. These included changes 
in activity, communication, mood, interest, 
hospital adaptation, delusions, anxiety, sleep, 
heart rate, blood pressure, eating, and 
appetite. 

Activity—An increase of activity was 
noted in 14 of 25 patients. Whether ab- 
normal or normal this heightened activity was 
consistent. Activity was exhibited as useful 
work on the ward, increased participation in 
O.T. and R.T. On the other hand, such ab- 
normal manifestations as pacing were ac- 
centuated. 

Communication.—In 3 of the patients who 
were most blocked, salutary results were ob- 
served. Two patients with schizophrenia, 
who were particularly noncommunicative 
were dramatically benefited on the larger 
dose of Meratran. In the other patient, who 
had been blocked for many years, this feature 
disappeared entirely, but at the same time 
delusions were activated. In general, it may 
be said that patients became more talkative 
on Meratran. 

Mood.—Here again the global action of 
Meratran to intensify the type of behavior 
present was observed. Two patients with 
manic features were further stimulated while 
13 patients with depressive features were 
relieved of this symptom to greater or lesser 
degrees. When there was a proper channel 
for the activity evoked by Meratran, any 
anxiety and nervousness became less obvious. 

Interest—Fifteen patients on Meratran 
were happier and their field of interest 
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widened. Such improvement appeared es- 
pecially in depressed patients; it was also 
an encouraging sign in schizophrenics with- 
out delusions and with restriction of interest. 
Those regressed patients who showed im- 
provement were more interested in them- 
selves, in other individuals as well as in 
outside activities. 

Hospital Adaptation.—The regressed pa- 
tients presented less of a problem in ward ad- 
justment. Our schizophrenic patients with 
long hospital histories and severe deteriora- 
tion are included in this group. They tended 
to cooperate more in purposeful ward ac- 
tivities. Dressing habits, tidiness, and gen- 
eral appearance improved. Many of the 
improvements observed on the ward may be 
regarded as secondary to the increase of 
interest. Similarly the changes to the worse 
in hospital adaptations were secondary to 
activation of delusions and/or anxiety. 

Delusions.—In general, it may be said that 
patients with delusions experienced activa- 
tion while on Meratran. This applies to 6 
of our patients ; one of whom with paranoid 
delusions became hostile and combative. As 
a rule the activation of the delusions disap- 
peared abruptly when the medicine was 
discontinued. 

Anxiety.—In 6 patients exhibiting anxiety 
Meratran increased the severity of their 
symptoms. This intensification was noted 
especially in those patients in whom this 
abnormal activity was present originally ; in 
these instances Meratran served to stimulate 
it. 

Appetite—The effect of Meratran on 
appetite was not important and in most 
cases was secondary to changes in behavior. 
When improvement was extended to appetite 
the food intake was usually increased, but 
when delusions were activated appetite was 
poor. However, patients on Meratran might 
lose 2 or 3 pounds during the first few days 
of the treatment before their weight became 
stabilized. 

Sleep.—Sleep was not altered except in 2 
patients with heightened abnormal activity 
and activation of delusions resulting in in- 
somnia. In general, however, except for this 
complication, the effects on sleep were not 
significant. When the medication was given 
in 2 doses, the second followed the noon- 


time lunch period which might have pre- 
vented it from interfering with sleep. 

Heart Rate.—In one case the medication 
was discontinued because of tachycardia. 
Small doses of phenobarbital would bring 
the elevated heart rate back to normal in a 
short time. 


DISCUSSION 


Prior to the controlled, “double-blind” 
study, 12 depressed patients, most of whom 
present various problems in ward adjust- 
ment, were selected for securing preliminary 
data. The impressions derived from this 
pilot study were encouraging. It was seen 
from early observations that the depressed 
patients became less so and were more active ; 
other patients became less regressed and ex- 
hibited improved ward adjustment. For that 
reason a new investigation was set up with 
25 chronic psychotic institutionalized patients 
with different diagnoses. These patients 
were chosen because of depressive or re- 
gressive symptoms. 

It may be said in general that these earlier 
pilot impressions were confirmed and also 
extended. In regard to patients with de- 
pressive features it was observed that activity 
was increased and mood elevated. In our 
group of 25 patients, there were 7 with the 
diagnosis of hebephrenic schizophrenia who 
improved. All of these had a restriction of 
interest and were inactive. It is therefore 
logical to state that if this psychosis is as- 
sociated with depressive features the patient 
may benefit by the use of Meratran. One 
of our patients who improved more than 
any other had a diagnosis of involutional 
psychosis. This same increased activity, how- 
ever, when applied to patients with delusions 
and anxiety worsened their clinical situation. 
Certain types of schizophrenia did not im- 
prove, especially the paranoid and the hebe- 
phrenic types associated with delusional 
systems. Three disturbed patients with a 
diagnosis of cerebral arteriosclerosis also 
failed to improve. Thus the indications and 
the contraindications are clear cut. Retarded 
and depressed patients without delusions or 
anxiety are 2 groups that may derive benefit 
from this drug. Another practical result is 
better ward adjustment in the most deterio- 
rated patients so that they became less of a 
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problem in regard to ward care. This applies 
especially to the long hospitalized schizo- 
phrenics who revealed an improvement in 
cooperativeness. 

The effects on sleep were unimportant 
except in the patients whose condition was 
aggravated by the drug and who exhibited 
insomnia. On appetite, too, the changes may 
be regarded as secondary rather than primary 
as appetite changed with the condition of the 
patient. On the other hand, the small loss 
of weight which was frequently an initial 
feature may have been due to the increased 
activity of the patients. In most instances 
the effects on the heart were negligible. 
Meratran is not a sympathomimetic drug, 
but tachycardia was observed in one patient. 
What sensitized this patient’s heart to the 
drug is unknown. 

The degree of change often correlated with 
the magnitude of the dosage. Some patients 
improved with 2.5 mg and others with 5 mg. 
Still others who exhibited no increased 
activity might have done so with even 
larger doses but such an increase was ex- 
cluded from our “double-blind” study he- 
cause we wished to control the dosage factor. 
By the same token ill effects appeared in 
some.patients with 2.5 mg and in others with 
5 mg, while still others exhibited only good 
effects at all dosage levels. Thus it is im- 
portant to individualize the treatment of 
each patient. 

The durations of the various effects were 
not the same. The increased activity often 
extended into the placebo period as did the 
increased interest and lessening of retarda- 
tion, possibly because of new-built habits. 
The same prolongation did not apply to the 
activation of delusions except in one instance. 
There also seemed to be other short-lived 
results, such as a feeling of well being, allevi- 
ation of fatigue and alertness, most marked 
soon after the drug was given. 

Finally as regards the mechanism of action 
of Meratran: as indicated in animal experi- 
ments(1), Meratran affects cortical and sub- 
cortical functions. Evidence has recently been 
obtained for a mechanism that can explain 


some of the pharmacological actions of this 
drug, such as increased activity, improved at- 
tention and interest, alleviation of depression, 
as well as activation of delusions and anxiety. 
When the various cortical and subcortical 
structures of the rabbit brain were studied, 
with the aid of the EEG apparatus, it was 
observed that the subcortical area, responsible 
for the alerting reaction, was stimulated by 
Meratran(2). This area in turn trans- 
mitted the stimulation to the cortex as the 
electrocorticogram lost its characteristic 
regular resting pattern and assumed the 
faster frequencies and lower amplitudes 
characteristic of the alerting response. Such 
changes to a more alert status may furnish 
part of the basis for the altered behavior 
induced by Meratran. 


SUMMARY 


A study was conducted on 25 institutional- 
ized psychotic patients with chronic courses, 
selected because of their depressive and/or 
regressive symptoms. 

Meratran was found to be a central 
nervous system stimulant useful in the field 
of psychiatry and with certain indications 
and contraindications: (1) indications: (a) 
schizophrenics without delusions having re- 
striction of interest and activity and with 
depressant features, (b) psycho-motor re- 
tardation and/or blocking of communication, 
(c) long-term hospitalized schizophrenics 
with severe deterioration; (2) contraindica- 
tions: (a) patients with delusions, (b) pa- 
tients with anxiety, (c) disturbed patients 
with cerebral arteriosclerosis. 
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ANGIOSPASTIC STATES AND PARKINSON DISEASE 
W. G. ELIASBERG, M.D., New York Ciry 


The differential diagnosis of neurovascular 
disease of the brain, in vivo, must at present 
remain a clinical one. This holds for the acute 
as well as for the persisting symptoms. A 
cross section of the condition, even if aided 
by psychological and electro-physiological 
tests as available today, is not sufficient. The 
old rules of thumb must still be adhered to: 
“softening” of the brain through thrombotic- 
embolic processes is more frequent at night, 
or in the early morning, or in daytime in 
connection with hypotensive factors; hemor- 
rhages occur more frequently with hyper- 
tensive factors. Other well known clinical 
facts ; transient angiospastic conditions in the 
brain, so-called white or bloodless strokes, 
are the most frequent form of all apoplexies 
(1). Often, there is no loss of consciousness, 
but the level of many psychological functions 
and performances changes temporarily ; this 
may include speech and first-neuron-mo- 
torium or extrapyramidal motorium. Such 
occurrences are not beyond the reach of the 
introspective observation of the patient. One 
of the earliest descriptions of an angiospastic 
aphasia, of half an hour’s duration, dates 
back to 1772(9). 

I want to stress the need for thorough 
clinical observation, as I call attention to 
the Bio-motor Test we have used in trying 
to answer the question: “How long was 
Roosevelt ill before his death?” (11). 

An examination of the late President’s 
handwriting of varicus phases of his life, 
applying the developmental comparative 
method, reveals that he withstood the blow 
of poliomyelitis of 1921. (Fig. 1, from the 
prime of life, 1933.) The striking fact is 


Fic. 1.—Roosevelt’s sigrature in the prime of 
life (1933). 


that in the Yalta days, February 3 to 12, 
1945, and more so in March, there appears 
typical Parkinson rigor in one specimen, 
while in another of the same day, the former 
smooth rhythm is preserved (Fig. 2 and 3). 
The handwriting March 24, 1945 (Fig. 2), 
can not be differentiated from one of a 
Parkinson patient reproduced in H. Oppen- 
heim’s Lehrbuch der Nervenkrankheiten( 20) 
(Fig. 4) or that of a French patient of 1952 
(Fig. 5).1 The changes, within a short time, 
from typical Parkinson script to normal 
script and vice versa can not be explained 
but by referring to temporary anoxemia, 
caused by temporary angiospasms. Arterio- 
sclerotic vessels have a tendency to spasmodic 


1For differential diagnosis from writer’s cramp 
cf. Fig. 6-7(4). The tremor may be as strong in 
writer’s cramp as it is in Parkinsonism. The re- 
duction in size as compared with the premorbid 
specimen will allow of the differential diagnosis. 
“Characteristic of the Parkinson is the small size 
of the single letter”(3). The differential diagnosis 
of micrographia in depressive states should be feasi- 
ble either through absence of tremor or on the basis 
of much better preserved connections between the 
letters in the melancholic script. 
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Fics. 2 AND 3.—Two of Roosevelt’s signatures 
from the same day in 1945. Fig. 2 indicates typical 
Parkinson rigor. 
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Fic. 4.—Handwriting of a Parkinson patient re- 
produced in Oppenheim’s Lehrbuch der Nerven- 


Fic. 5.—Handwriting of a French Parkinson 
patient, 1952. 


reactions in response to various psychological 
and physiological stimuli. The spasms seem 
to occur rather frequently in the vascular 
bed of the basal ganglia. One might think 
of bleedings, such as are seen in pugilists’ 
brains as the cause of the “punch drunk” 
disease. Petechial bleedings may also play 
a role in the arteriosclerotic brain, but the 
clinical picture of this traumatic encephalo- 
pathy of Parkinson type is that of a pro- 
gressive mental deterioration with no let-up 
and certainly no change from hour to hour. 
Lay observers are surprised, in such cases, 
at the increasingly erratic character of the 
performances. Thus Winston Churchill, 
Samuel Rosenman(21) and others did not 
conceal their astonishment at the many spells 
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Fics. 6 anp 7.—Comparative signatures of patient 
with writer’s cramp. 


of exhaustion, the tendency on the part of 
Roosevelt to give in during trying negotia- 
tions, and the lowering of the level of 
aspiration. 

Whenever a man in the critical age shows 
reduction of his formerly high level of per- 
formance, it will pay to insist on a complete 
internal and neuropsychiatric examination, 
applying the Bio-motor Test. The test con- 
sists of having the patient produce graphic 
samples in short intervals, when he feels 
exhausted, suffers from headaches, general 
malaise, hammering pulse, and again, when 
he is rested, recuperated and free of these 
complaints. The word “sample” instead of 
“handwriting sample” is used because the 
diagnostic characteristics may appear in 
scribbling as well as in writing words. The 
reason why written and scribbled samples 
should always be obtained is that different 
levels of intentionality are tapped, the effect 
of which can be judged in the comparison. 
In multiple sclerosis, e.g., more tremor may 
be expected in writing than in scribbling ; to 
find the opposite in Parkinson disease would 
not be surprising. While this holds for the 
tremor, it does not apply to the rigor. The 
differential diagnostical value of the Bio- 
motor Test in such cases will have to be 
based on larger material than is at present 
available to the author.? 

The early diagnosis of Parkinsonism can 
be a very difficult one(16, 19, 23). The 
practical consequence is again that the so- 
called psychogenic reactions, ¢.g., after 
trauma, psychogenic stupor, psychogenic 
akinesia, impoverishment of movements, in- 
ability to give up certain mimic expressions 
after the emotions have disappeared,® should 
be subjected to the Bio-motor Test. The 
existence of a Parkinsonism may be over- 
looked for quite a time because in a number 
of occupations disability can be avoided. A 
postman with tremor, rigidity, nystagmus, 
bradymotor, bradyphrenic, and other com- 


2 The studies will be continued by this author to- 
gether with H. O. Teltscher. The application 
to holographs or signatures in wills was described 
by Eliasberg(10). 

8 Eliasberg and Jankau(6) save pointed out that 
this mimic-expressive overstability is a differential 
sign of Parkinsonism as against arteriosclerosis as 
well as other organic diseases of the nervous system 
in which compulsive mimic movements may occur. 
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plaints came to the office because he was 
suffering from “rheumatism.” The disease 
had been in existence for many years. 

For quite a time the idea that prevented 
physicians from thinking of Parkinsonism, 
was the assumption that the strio-pallidum 
is particularly protected, owing to its deep 
seat in the center of the skull cavity. This 
assumption is incorrect. Moreover, according 
to modern anatomical studies,(15, 18), there 
obtain particular factors in the strio-pallidum 
which cause a physiologically slow blood 
circulation. 

We are, however, in a position to prove 
the existence of certain diseases that affect 
the brain directly or indirectly, if and when 
they alter oxidation processes in the brain 
tissue and particularly the motor mecha- 
nisms depending on full and uninhibited 
functioning. The nature of the pathological 
process and the sedes morbi can not, in the 
majority of the cases, be established by the 
Bio-motor Test alone. It needs close cooper- 
ation between the clinicians and those familiar 
with grapho-diagnostics to establish the diag- 
nosis. At present this is often overlooked: 
on the one hand the grapho-diagnostician 
tries to make a medical diagnosis, and on the 
other hand, the physician prefers to trip the 
grapho-diagnostician rather than use him, 
without prejudice, as he uses the roentgen- 
ologist or the bio-chemist. 

A few words about the negative cases, 
where (a) the test is positive and the 
clinician’s findings negative, (b) conversely, 
the Bio-motor Test is not revealing, while the 
clinician can make a positive diagnosis. As 
to (a) experience in grapho-diagnosis will 
eliminate psychogenically caused semblances 
of organic disease; a follow-up of samples 
through longer periods of life, i.¢., a de- 
velopmental grapho-diagnosis, will help to 
further avoid false positives. False posi- 
tives brought about through simulation of 
organic motor symptoms (tremor, rigor), 
which leave their traces in the lines on the 
paper are infrequent. As to (b), we have 
not found so far true falses in the second 
sense, but we want to reserve our final 
judgment. If one keeps in mind the patho- 
logical bases for the test, i.e., the functional 
disorders caused by vaso-spastic anoxemia, 
he will see that the number of negative cases 
can not be considerable. 


Disordered functioning may occur: (1) In 
the neurophysiological leg of the arc, (a) 
basal ganglia, (b) pyramidal tract (cortex, 
internal capsula, etc.) (2) In the psycho- 
physiological leg; spasms of arteriosclerotic 
vessels under psychological autonomous, 
vasomotor, toxic and other influences. (3) 
In the peripheral circulatory leg, whereby 
oxygenation of the brain is not affected by 
local circulatory disorders, but by disorders 
of the heart, kidney, blood composition, etc. 

The survey, together with the fact that 
the brain is more vulnerable to lack of oxygen 
than any other tissue in the body, will explain 
why the test is positive at a very early 
stage(5, 12, 13, 24). 

In cases stemming from the practice of 
the late cardiologist F. M. Groedel, New 
York, the differential diagnosis between heart 
disease and arteriosclerosis of the vascular 
tree of the brain could be made at an early 
stage(7). It is interesting to note that im- 
provements deemed merely subjective were 
reflected in the writing. This brings back to 
mind the spastic component. The opposite 
is also found : subjective improvement is not 
reflected in the follow-up of the samples, 
which on the contrary show deterioration. 
The grapho-diagnostic prognosis was con- 
firmed by the exitus lethalis in such a case. 
Another important differential diagnosis is 
between vasospastic, transient, symptomatic 
Parkinson disease and, other primary forms 
of this condition, of whatever etiology. The 
symptomatic Parkinson disease found in 
arteriosclerosis of the brain gives a much 
poorer prognosis than the nonsymptomatic 
Parkinson as shown in a survey of 36 cases 
in which Booth(2) reported very slow prog- 
ress and a long-lasting ability to preserve 
high-level functioning. The differential diag- 
nosis as was pointed out can be made, if the 
Bio-motor Test reveals abrupt changes in 
short succession (Fig. 2 and 3). The diag- 
nosis, having first been made postmortem in 
the case of the late President Roosevelt, was 
established since in a number of cases in vivo. 

We are also in a better position to under- 
stand, from a graphodiagnostic follow-up, the 
psychological mechanisms in severe vascular 
and other brain diseases. The more frequent 
mechanisms are the following: (1) Ano- 
sognosia with regression: “Regression to 
earlier stages of psychic development in 
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which the damaged functions were not yet 
existent, occurs permitting maintenance of 
self-esteem, since the damaged functions do 
not have any significance in those stages of 
development to which the patients regressed” 
(22). (2) Simple denial of the defect with- 
out regression; this should not be called 
anosognosia, a term better reserved for the 
regressive type of denial. Simple denial 
occurs, if: (a) vicarious functions allow of 
the performance; (b) vicarious parts of the 
brain take over the primarily harmed 
function. (3) Renunciation (conscious or un- 
conscious) of the harmed function, which 
is put to bed, as it were, for the time being. 
(4) Hyper-nosognosia; this term is intro- 
duced to mean the increased attention paid 
to some real disorder, ¢.g., in heart disease ; 
there are, however, no sharp lines between 
nosognosia and hypochondriasis. In the typi- 
cal case of the latter, the organic factor 
approaches zero. 

The above mechanisms can be tested in 
changes occurring in the Bio-motor Test: 
especially the regressions of anosognosia and 
the anxiety states of hypernosognosia leave 
unmistakable traces. 


CoMMENT 

The pathophysiological facts in vascular 
and other diseases affecting the oxygenation 
in the brain allow of bio-motor testing, i.¢., 
testing of the coordination in the execution 
of movements of various degrees of in- 
tentionality. The Bio-motor Test should be 
used in close connection with clinical obser- 
vation. It will yield more differential-diag- 
nostic facts, at an earlier stage, than can be 
gained without it. The Bio-motor Test di- 
rects our attention to the frequency of ar- 
teriosclerotic spasms in the vessels of the 
basal ganglia. The white stroke of the basal 
ganglia, if not as dramatic as the classical 
apoplexy, plays a large role as a cause 
of deterioration. Transitory symptomatic 
Parkinson disease throws a deep shadow 
on the prognosis of arteriosclerotic disease in 
people holding responsible positions. The 
importance of the Bio-motor Test for diag- 
nosis and for the prognosis was demon- 
strated (cf. footnote 2). 


SUMMARY 


The Bio-motor Test can be used for: (1) 
diagnosis and differential diagnosis of brain 


disease ; (2) the understanding of the psy- 
chology of convalescence or psychological 
changes in the course of the disease, the 
patient as he adjusts, succumbs to, or over- 
comes disease, and (3) the evaluation of psy- 
chological and physiological responses to 
treatment; the outlook for the arterioscle- 
rotic vascular damage has been improved 
with re-introduction of aminophyllin, which 
has recently found wide application among 
German specialists. 
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The recent development of shock treat- 
ment as a major form of psychiatric therapy 
has emphasized the concept of radical and 
abrupt change in the psychic state of a 
mentally ill person for cure or amelioration 
of the illness. This psychic change consists 
of unconsciousness produced either abruptly 
by electrical means and associated with a 
generalized convulsion or more slowly by 
the employment of insulin and associated 
with varying degrees of coma. Many modi- 
fications of the basic treatment, such as 
altering the characteristics of the electrical 
current, have been studied without affecting 
the fundamental principle involved in shock 
therapy, namely, that of inducing uncon- 
sciousness. However, more recently, trends 
in biopsychiatric therapy have consisted in 
attempts to deviate from the production of 
profound unconsciousness, or deep coma, and 
to develop technics which induce only partial 
or very short periods of impairment of con- 
sciousness, or which stimulate or inhibit the 
functional activity of localized or specific 
areas of the central nervous system. These 
newer technics may be termed the “non- 
shock” therapies (NST) temporarily, for 
want of a better term and to contrast them 
with the shock therapies, and are attempts 
to modify the severity of shock therapy, and 
to introduce technics with fewer hazards 
and complications. Many varieties of biologic 
treatment may be classified in the category 
of NST, but this discussion will be limited 
to the following: (1) Those treatments re- 
sulting in varying degrees of partial impair- 
ment of consciousness or very short periods 
of unconsciousness without the deep coma 
of insulin treatment or the generalized con- 
vulsion of electric shock. (2) Those treat- 
ments where direct cerebral stimulation is 
attempted, either by electrical or chemical 
means. 

In group 1 may be included the follow- 
ing: (a) carbon dioxide gas inhalation ; (b) 


1 Read in the Section of Private Practice at the 
110th annual meeting of The American Psychiatric 
Association, St. Louis, Mo., May 3-7, 1954. 
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subcoma insulin; (c) I.V. sodium amytal 
treatment. 

In group 2 are included: (a) noncon- 
vulsive electrical stimulation ; (b) focal elec- 
trical stimulation therapy; (c) photic-metra- 
zol stimulation. A brief description of each 
type of treatment will be attempted. 

Carbon Dioxide Inhalation Therapy 
(CDT).—Use of this treatment for psy- 
chiatric patients has been described at length 
by Meduna, its originator, and by subsequent 
investigators. Meduna first published his 
observations in 1947(1) and, although origi- 
nally he employed a mixture of 20% carbon 
dioxide and 80% oxygen, he later changed to 
a 30% carbon dioxide and 70% oxygen mix- 
ture. In some technics the concentration of 
carbon dioxide is increased up to 90% 
thereby inducing more rapid and deeper 
coma response. However, in all these 
instances the patient recovers from the un- 
conscious or confused state very rapidly. 
Other modifications in the technic have in- 
cluded the use of nitrous oxide inhalation(2), 
or sodium pentothal anesthesia prior to the 
administration of carbon dioxide mixture in 
order to alleviate the increasing anxiety 
manifested by some of the patients in the 
course of this therapy. 

The results of CDT have been reported 
favorably by Meduna in the treatment of 
many psychoneuroses(3). Hestates that good 
results are obtained in certain psychoso- 
matic conditions, conversion states, anxiety 
neuroses, personality maladjustments, and 
to some extent in stutterers and alcoholics. 
He reported approximately % substantial im- 
provements or cures in the entire group. He 
states that CDT is ineffective in psychoses, 
obsessive-compulsive neuroses, and hypo- 
chondriasis. His observations have been 
partially supported by others, including 
Wilcox(4), Moriarty(5), Kindwall(6), and 
Milligan(7). However, Bennett(8) stated 
that his own results were doubtful. LaVerne 
described his own rapid coma technic of 
CO, inhalation treatment(9), and concluded 
that it was not only superior to the slow 
coma conventional technic of Meduna in the 
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treatment of the neuroses, but was also 
effective in the psychoses, and hypochon- 
driacal and obsessive-compulsive _ states. 
Frank(10), in an excellent publication, was 
very cautious regarding the value of CO,, 
but states 

CDT is capable of causing amelioration of some 
neurotic symptoms without the use of concurrent 
psychotherapy. Ideally, however, CDT should be 
combined with or followed by psychotherapy in 
order to include lasting improvement in the patient 
through the development of insight into the cause 
of his symptoms and emotional difficulties. 


My own experience in the use of CDT, al- 
though not extensive, is rather disappointing, 
both with the standard Meduna technic and 
Laverne’s rapid coma technic. 

It is of interest that Meduna avoids the 
use of psychotherapy with CDT, while 
Moriarty, Frank, LaVerne, and Wilcox 
recommend its combined use. Moriarty states 
that CO, inhalation 
. . . facilitates the discharge of repressed emotional 
tensions, or deeply repressed rage and by bringing 
this to the conscious level, permits better integration 
with higher cortical functions. 

Wilcox believes that CO, acts as a “specific 
agent for release of the unconscious.” 

Meduna avoided the use of psychotherapy 
because he explained the theory of the causa- 
tion of psychoneuroses and the healing effect 
of CO, solely on a neurophysiologic basis. He 
postulates a condition of pathologic rever- 
berating circuits which could be interrupted 
by a sufficient number of applications of 
CDT. Carbon dioxide, he claimed (on the 
basis of experimental work, especially of 
Lorente de No), increased the threshold of 
stimulation of the nerve cells of the central 
nervous system and decreased the speed of 
conduction of an impulse by raising the 
membrane potential. Thus, CO, treatments 
heal by interrupting pathological reverberat- 
ing circuits in the nervous system, and giving 
the homeostatic mechanism of the nervous 
system a chance to supplant the pathophysio- 
logic state. 

There are those who believe with Meduna 
that carbon dioxide has a direct physiologic 
action which results in cures ; in other words, 
is a specific therapeutic agent; and others 
who conceive of carbon dioxide more as an 
aid to psychotherapy in releasing the un- 
conscious and stimulating “abreactions.” 


Thus there is not full accord on the thera- 
peutic value of CDT, nor on the best technic 
of administration. Of interest, however, is 
that various investigators have reported 
favorable results utilizing one or another 
technic of CO, administration; one must 
consider that a certain percentage of cures 
or improvement will generally occur in psy- 
choneurotic states, regardless what treat- 
ment is employed, but, in spite of this, CDT 
warrants further study. 

Subcoma or “Ambulatory” Insulin Treat- 
ment.—Hypoglycemic treatment without the 
production of coma has been used for a 
number of years for the treatment of psychi- 
atric conditions. Although there had been 
some indications of its use before Sakel intro- 
duced his technic, subcoma insulin treatment 
was reintroduced later by Sargent and co- 
workers(11) for the treatment of war neu- 
roses. Subsequently, Polatin and Spot- 
nitz(12) recommended its use in certain 
forms of schizophrenia, and other investi- 
gators studied its use in the various psycho- 
neuroses, particularly anxiety states and re- 
active depressions. The technics vary con- 
siderably and although the term “subcoma” 
is generally meant to indicate the absence of 
any impairment of consciousness during the 
treatment, in some procedures the insulin is 
gradually increased to a point where some 
degree of clouding of consciousness occurs 
without complete loss of awareness of the 
surroundings. The reports of this treatment 
are generally favorable for certain of the 
less chronic forms of schizophrenia, for the 
alleviation of anxiety in the psychoneuroses, 
and for the production of weight gain and 
better physical status in many of the debili- 
tated patients whose eating habits and desire 
for food have deteriorated. The procedure 
has been recommended for other conditions, 
such as toxic confusional states, postcon- 
cussion states, and drug-withdrawal condi- 
tions. The wide variety of conditions treated 
with subcoma insulin, the areas of disagree- 
ment regarding its effectiveness, the absence 
of sufficient control studies to make careful 
evaluations of its effectiveness, the rather 
moderate claims in general of its enthusiasts, 
all indicate that subcoma insulin is not a 
procedure that has very specific indications. 
However, it is one that can serve very useful 
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purposes in certain cases, can be a helpful 
adjunct to psychotherapy, and can be pre- 
scribed in the patient’s home with ordinary 
caution. It should be added, as a word of 
warning, that in some anxiety states a “para- 
doxical” reaction occurs, namely, the anxiety 
may be increased ; in some psychotic depres- 
sions, the depression may be made worse, 
and paranoid features may be heightened. 
Therefore, the patient should be carefully 
observed during the treatment, and the 
program interrupted if after a time symptoms 
are made worse. 

Sodium Amytal Treatment.—All of us 
are familiar with the rather profound tempo- 
rary effects of intravenous sodium amytal 
upon catatonic states, in which the catalepsy, 
mutism, and extreme negativism may be 
immediately altered and the patient returned 
to relative normality. This effect may last 
from a few minutes to a few hours. The more 
important use of sodium amytal in recent 
years has been in “lowering a state of mental 
inhibition” so that the patient can communi- 
cate his ideas, experiences, and feelings more 
easily, and can be more responsive to sug- 
gestion by the therapist. Various terms, such 
as narcoanalysis, narcosynthesis, narcosug- 
gestion, narcocatharsis, narcohypnosis, have 
been employed for I.V. barbiturate treat- 
ment, including the all-inclusive term of 
narcotherapy. 

Of recent interest to me with respect to 
narcotherapy has been its use in psychotic 
depressions. Injections of 0.25 gm. of sodium 
amytal were given 5 times weekly for 1 to 2 
weeks, then 3 to 4 times weekly during the 
following week, and subsequently 2 to 3 
times weekly for 1 or more weeks, until the 
patient remained substantially improved dur- 
ing the interval between injections at which 
time the injections were gradually eliminated. 
As a general rule, each dose of sodium amytal 
usually produces only drowsiness or a short 
period of light sleep, from which the patient 
can be readily aroused. Although the use 
of I.V. amytal is nothing new, the procedure 
of administration appears to be new. If one 
is patient in the administration of this tech- 
nique, some depressives can be spared the 
necessity of undergoing electroconvulsive 
therapy. It might be added that these pa- 
tients can continue their usual work if the 


injections are administered in the evening, 
although there is a possibility that better 
results are obtained when the sodium amytal 
is given in the mornings or afternoons. This 
is a simple procedure for office administra- 
tion, and the more pronounced hypnotic ef- 
fects of the sodium amytal disappear in about 
4 hour, so that the patient can travel home 
quite easily. It has been a pleasant surprise 
to me to observe the decided change in some 
depressed patients who had been agitated, 
tense, and unable to eat or sleep, and who 
have become dramatically relaxed and even 
euphoric after a week of treatment. Unless 
the procedure is prolonged and carried out 
regularly, much as a continued insulin treat- 
ment, for instance, the patient may relapse 
into his depressed state. It may be added 
that the marked effect of the I.V. sodium 
amytal seems to be out of proportion tc just 
the narcotic effect which one might expect 
from this relatively small dose of the drug. 

Nonconvulsive Electric Stimulation 
(NCS).—Much discussion, pro and con, has 
centered about this type of treatment. It 
consists in applying to the head a small 
electrical current incapable of producing un- 
consciousness or a generalized seizure, al- 
though it may perhaps result in some 
momentary confusion. The degree of im- 
pairment of awareness is difficult to evaluate 
since the patient must first be narcotized 
in order to prevent him from experiencing 
pain due to the electrical stimulus. Intra- 
venous sodium amytal or sodium pentothal 
is employed to produce this narcosis with 
each treatment. Berkwitz first employed non- 
convulsive electrostimulation in 1939(13) 
by administering an interrupted faradic 
current for short periods. Later, Hirsch- 
feld(14) reported on the use of nonconvul- 
sive electrical stimulation by employing the 
irregular, spiked, unidirectional current pro- 
duced by the Reiter apparatus with bi- 
temporally placed electrodes. He suggested 
that this resulted in diencephalic stimulation, 
although there is no direct experimental evi- 
dence for this assumption. Hirschfeld de- 
scribed beneficial results in anxiety states, 
paranoid schizophrenia, and psychosomatic 
conditions, but advised against its use in 
psychotic depressions. Alexander(15), Wil- 
cox(16), Impastato(17), and others also 
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employed subconvulsive electrical stimulation 
with the Reiter apparatus, and recommended 
its use essentially in psychoneurosis, but not 
in depressions. However, a contrary opinion 
was expressed by Hargrove(18) and as- 
sociates, who reported in 1952 that psycho- 
therapy alone gave much better results than 
nonconvulsive stimulation, and that, in fact, 
the use of NCS may add problems that 
retard treatment or prevent recovery. The 
conflicting observations are of interest. Kali- 
nowsky and Hoch(19) state: 

The beneficial effects of this treatment should be 
attributed to the barbiturate narcosis, ... Its 
value without simultaneous barbiturate injection has 
been considered as negligible, with the exception 
of some results which could be easily interpreted 
as suggestive treatment. 


My own results with NCS have been disap- 
pointing, and I would be inclined to agree 
with Kalinowsky and Hoch regarding the 
relative roles of barbiturate injection and 
the nonconvulsive electrical stimulus, par- 
ticularly in view of the above observations of 
the use of I.V. sodium amytal alone. 

Focal Electrical Stimulation Therapy.— 
In an attempt to reduce the complications and 
hazards of electric convulsive therapy, local- 
ized, unilateral, or Jacksonian seizures were 
induced by Impastato and Pacella(20) by 
focal electrical stimulation of the head. Re- 
sults in a relatively small group of patients 
treated thus far are not conclusive, but it is 
apparent that focal or Jacksonian seizures 
do not result in the memory disturbance or 
mental confusion associated with generalized 
seizures; nor were there fractures or back 
pain. The ill effects of the focal treatments 
upon cardiac rhythm, pulse rate, blood pres- 
sure, and respiration are considerably less 
as a rule than those noted with the generalized 
convulsion, although a few patients exhibited 
some posttreatment respiratory distress ap- 
parently due to the pentothal. The one 
definite conclusion of our observation is that 
focal seizures are less effective therapeutically 
than generalized seizures. However, it is 
possible that the focal stimulation treatment 
may be of value in the older or more debili- 
tated patients, and in certain acute paranoid 
schizophrenics. These schizophrenic patients 
require especially the avoidance of mental 
confusion and anxiety which may increase 
their paranoid production, so often noted 


when they are receiving generalized seizures 
in electroconvulsive treatment. Focal seizures 
may have to be given at least once daily in 
order to produce desirable therapeutic re- 
sponses, but more observations of this treat- 
ment are required before its value can be 
determined. It is of additional interest, how- 
ever, from a neurophysiological standpoint, 
that a well-defined localized seizure confined 
to one or both limbs of one side of the body 
with tonic-clonic phases can be induced by 
the application of an electrical stimulus to 
the head. 

Photic-Metrazol Stimulation (“phomac”). 
—Photic stimulation (or activation, or driv- 
ing) consists in exposing the eyes to a 
flickering light of a certain intensity, color, 
and frequency for variable periods. The 
effects on the EEG of photic stimulation 
have been studied for many years. Hans 
Berger, quite early, discovered that light 
modified the rhythm obtained from the 
occiput, but Adrian and Mathews(21) in 
1934 demonstrated that the frequency of the 
brain rhythm could be altered by exposing 
the eyes to a flickering light. Walker and 
co-workers(22), in 1944, found a definite 
relationship between the ability of the brain 
to be driven by photic stimuli and the in- 
tensity of the light stimulus, and within the 
next several years Walter(23) investigated 
systematically the effect of varying light 
frequencies upon the brain rhythm. Other 
investigators, especially Gastaut(24), also 
conducted extensive studies on the effects 
of photic stimuli upon the EEG, and, in 
addition, introduced the combination of 
photic activation with metrazol, termed 
photo-metrazol activation or “phomac.” A 
most interesting observation was that photic 
stimulation alone could induce fits in a 
number of epileptic patients. 

The upper and lower limits of effective 
stimulation frequency of the light varies con- 
siderably from one patient to another, but 
the usual range is about 6-15 flashes per 
second. It has generally been found that 15 
flashes per second is the most effective fre- 
quency for stimulation or for evoking epilep- 
tic discharges in the EEG, or for producing 
myoclonic reactions when used in combina- 
tion with metrazol. 

It is a common observation that subcon- 
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vulsive doses of metrazol alone can readily 
produce myoclonic reactions in nonepileptic 
individuals. On the other hand, photic stimu- 
lation alone rarely produces myoclonic re- 
actions in the nonepileptic. However, a 
myoclonic response to light could be markedly 
activated by small amounts of metrazol. 

On a theoretical basis the milder EEG 
and peripheral responses associated with sub- 
convulsive or myoclonic treatment represents 
the physiological “larvae” of the maximal 
responses of the generalized convulsion and 
it may be assumed that these myoclonic re- 
actions, induced especially by photo-metrazol 
activation, may be associated with a type 
of cerebral physiologic change similar to 
that which is produced in much greater 
degree by the generalized convulsive reac- 
tion. It was thought, therefore, that such 
photic treatment could presumably affect 
those cases which are relatively mild and 
which would also respond to minimal courses 
of regular convulsive therapy. 

A series of psychiatric patients were 
treated with (1) photic stimulation alone, 
(2) nonconvulsive doses of metrazol alone, 
and (3) combined photo-metrazol stimula- 
tion (“phomac’”). 

Photic stimulation alone, without metrazol, 
did not seem to be of any therapeutic value, 
but metrazol or combined photo-metrazol 
activation seemed to have some value in the 
milder or recurrent depressive states(25). 
However, considerably more observation is 
necessary in order to determine the extent 
to which “myoclonic” treatments can be of 
significant value in these cases. 


DISCUSSION 


There are many more procedures of a 
biological nature, including various drugs, 
anesthetic agents and fever treatment, which 
have been used for psychiatric conditions, 
but which have not been found effective or 
where initial favorable results have not been 
substantiated by the test of time or by other 
investigators. Some of these agents include 
histamine, acetylcholine, nitrous oxide, hy- 
perthermia, and the ether drip. 

It is rather difficult to attempt a general 
evaluation of the nonshock therapies, but 
certain generalizations may be made: 


1. Studies dealing with biologic therapies 
for psychiatric patients indicate a trend away 
from treatments inducing severe generalized 
seizures and deep coma, and toward treat- 
ments that are less severe and less hazardous. 

2. However, no form of nonshock therapy 
can as yet be entirely or even substantially 
substituted for the electric convulsive treat- 
ment or for the insulin coma treatment, in 
the respective indicated cases. 

3. Only certain selected cases of psychotic 
depression may be benefitted by I.V. sodium 
amytal, or by “phomac,” or by focal electrical 
stimulation. 

4. Certain of the milder forms of schizo- 
phrenia, certain asthenic states, and anxiety 
conditions may be aided by subcoma insulin 
treatment. 

5. The therapeutic benefits of noncon- 
vulsive electrical stimulation treatment and 
carbon dioxide treatment are still open to 
question, but nevertheless we should not 
discount too easily the favorable observations 
of such investigators as Meduna, Wilcox, 
and others. However, psychologic therapy 
still remains the basic tool for the treatment 
of the psychoneuroses. 

Psychotherapy, when employed concur- 
rently with nonshock treatment, should have, 
for one of its aims, the avoidance or re- 
duction of anxieties attendant upon the bio- 
logical treatment. This would go under the 
category of supportive psychotherapy. I do 
not believe that it is usually advisable to 
undertake interpretive treatment while ad- 
ministering a course of nonshock treatment, 
or, for that matter, even shock therapy. Such 
interpretations, which may have to do with 
instinctual strivings, ego defenses, and per- 
haps transference relationships, may be quite 
damaging to the normal narcissism of the 
patient, and he may react with suspicion and 
increased fear of the physician, who may 
already be playing, in the conscious and un- 
conscious fantasies of the patient, the role of 
a hostile attacker by administering the non- 
shock treatment. In general, I believe that 
psychotherapy should be directed toward the 
handling and solving of current problems in 
the patient’s life, rather than toward the 
elucidation of relationships and problems of 
the distant past, unless they have a direct 
bearing upon present difficulties. Much more 
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can be said about the procedures of psycho- 
therapy in the different types of cases, re- 
ceiving one of the varieties of NST, but this 
would be outside the sphere of this 
presentation. 
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THE DEMONOLOGY OF MODERN PSYCHIATRY * 
NORMAN REIDER, M.D.,? San Francisco, Cauir. 


Albert Deutsch begins his book The Men- 
tally Ill in America with the words, “Before 
medicine there was magic.” The first part of 
the book develops the historical theme of the 
replacement of magic in the considerations 
of mental illness. What was the essence of 
the primitive magic? As we understand it 
now it seems that primitive man could only 
interpret the universe in terms of his body 
image and in what probably is best described 
as the projections of his own being. This 
personification, this animism in his thinking, 
came to be the chief devices in dealing with 
phenomena. External events were either good 
or bad and spirits became correspondingly 
benevolent or malevolent. There was no 
consideration of sickness or disease, or even 
death, as the consequence of natural phenom- 
ena ; they were rather a result of intervention 
on the part of spirits. The magical thinking 
of early man evolved rituals and incantations 
to gain control of the spirits and manipulate 
them, or at least to neutralize them for his 
own good. Magical gestures and words be- 
came the technique of the primitive psycho- 
therapy. My thesis, not at all an original one, 
will be to try to show the relics of these in 
our present-day practice. Deutsch might have 
added to his statement the observation that 
magic is still present in medicine. 

It is quite likely that we shall never know 
which came first—white magic or black. Con- 
sistent with the genetic approach to the 
problem one might speculate that man first 
dealt with white magic to influence personal 
demons controlling his destiny favorably, and 
this fact perhaps led him to the discovery that 
he had at his disposal also black magic with 
which he could do damage. The theory is of 
no great moment, but it probably has some 
substance if we consider that empirical ther- 
apeutic methods preceded research in illness, 
which in part consists of the experimental 
production of disease. To put it differently, 


1 Read at a meeting of the Southern California 
District Branch of The American Psychiatric As- 
sociation, Los Angeles, November 7, 1954. 

2From the Department of Psychiatry, Mount 
Zion Hospital, San Francisco. 


white magic has been replaced by scientific 
therapeusis and black magic has evolved 
into the controlled experimentation with 
pathogens. 

Though the advances of science have swept 
away the old demonology something irrefu- 
table in its logic stands unchanged: Action 
gets results. Not only the heritage of our 
primitive ancestors but also our own personal 
histories have proved the efficacy of the thesis 
that saying something or doing something 
dispels ghosts, sometimes if one only turns 
on the light. 

Another excellent description of magic is 
from the Encyclopedia Britannica. 

Every act of magic is characterized by things said, 
things done, and the person officiating. Hence the 


spell, the rite and the condition of the performer 
are fundamental. 


Concerning the condition of the performer I 
shall say little here, but shall only quote fur- 
ther from the same source and you may 


draw your own conclusions as to whatever 
applicability or analogy there may be with 
psychotherapists. 


Since magic is of such importance, the performer 
must handle it with care. In all communities he 
is hedged around by taboos; he must refrain from 
eating certain foods, from casual sexual indulgence 
and from other contaminating things. If he fails 
to conform then he nullifies the power of his art; 
breach of taboo, in fact, is a cause most frequently 
assigned for the failure of magic. The emotional 
attitude of the magician is also of interest... . In 
the spontaneous outburst of words and acts lies 
the germ of spell and rite, in the illusion of subjec- 
tive experience—the conviction that such actions 
have really had their effect—rests the foundation 
in the belief in magical efficiency. 

The rite is the set of actions whose pri- 
mary function is to convey the spells to the 
object which it is desired to affect. I shall 
have something more to say later about the 
rite. I wish now to treat more extensively 
the “spell,” the uttering of words in set order 
which among the primitives was considered 
the outstanding part of the magical act. One 
could quote extensively concerning the va- 
rieties of spells. For my purpose I call at- 
tention to only one, the use of names. Frazer 
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writes extensively about the taboo of using 
names, a taboo so strong that some primitives 
are reluctant to call another person directly 
lest they do damage. They fear having their 
own name used. It seems as though a con- 
siderable amount of this taboo about names 
stems from the fear of using a name of the 
dead which might evoke the spirit of the 
dead person and cause his return. Somehow, 
by processes not difficult to speculate about, 
the calling of names became an important 
part of the ritualistic practices of the priest- 
healers whose purpose it was to exercise 
demons. 

Elaborate, stylized invocations were used in the 
ceremonies, the potency of which was greatly 
heightened if the name of the indwelling demons 
were known to the exorcists. A common invoca- 
tion for head ailments began, “O enemy, male or 
female! O dead, male or female! Descend not on 
the head of M, the son of N,” and went on to name 
the protecting god of the sufferer in order to strike 
terror into the possessive spirit. At times the 
exorcist would don a disguise of a powerful god 
in order to deceive the diseased demon and to drive 
him out with dire threats in the name of the deity 
represented (1). 

Not until later, to the rituals and incanta- 
tions which served as the chief curative 
methods were gradually added the pharma- 
ceutic remedies. Let us participate in a de- 
scription of the rites of exorcism. 

Filthy and rank-smelling drugs were frequently 
made use of. At times reasoning and coaxing were 
employed in ridding the victim of the possessing 
devils. Most often the demons were driven out with 
frightful epithets and curses. The Treasury of 
Exorcism, a widely used work of the 17th Cen- 
tury, contains hundreds of pages of the vilest 
epithets imaginable, to be hurled at the devil in 
expelling him. Great wonders were often claimed 
for the power of exorcism. For instance, a certain 
Bishop of Beauvais exorcised with such skill that 
he not only forced five demons to relinquish pos- 
session of the victim, but actually made them sign 
an agreement not to molest him again! Likewise, 
some holy men of Vienna in 1583 announced that 
that year they had cast out 12,652 living devils(2). 

A civilized variation in the very primitive 
use of the magical potency of the name is the 
famous Rumpelstiltskin folktale. Rumpel- 
stiltskin was a passionate little deformed 
dwarf who helped a miller’s daughter to spin 
straw into gold. The dwarf did this for her 
on condition that she give him her first child. 
The maiden married the king and grieved so 
bitterly when a child was born that the dwarf 


promised to relent if within 3 days she could 
find out his name. On the third day one of 
the queen’s servants heard a strange voice 
singing, “Little dreams my dainty dame, 
Rumpelstiltskin is my name.” She told the 
queen of this, and the dwarf destroyed him- 
self in anger at having lost his bargain. 

These are some of the devices that were 
used in magic. My thesis is to the effect that 
the relics of primitive man’s magic lie in the 
continuation of our projections and personi- 
fications of our nosological and theoretical 
concepts as if they were either substantial, 
material, or demonic spirits. The latter is 
what mostly is done. 

Before we examine the forms of our mod- 
ern demonology let us take a brief excursion 
through essential changes that have taken 
place in our medical discipline. I would place 
uppermost in scale of development of medical 
theory the thesis that disease is a result of 
natural processes, a concept first firmly estab- 
lished by the discoveries of bacteriology. 
Here the pathogen (the enemy) was clearly 
identified. Its role in the etiology of the in- 
fectious diseases became clear. The condi- 
tions under which an organism was patho- 
genic or not were indicated. Paths were laid 
down for the researches in bactericides and 
antitoxins and antibiotics. Why was this ad- 
vance so significant? Its importance lay not 
only in the fruitfulness of the concepts but 
also in the fact that the enemy became sub- 
stantial, material, visible, measurable, and 
manipulable. 

The second big advance was in pathophysi- 
ology. Bodily phenomena now became inter- 
pretable not only in terms of structural 
change wrought by external agents, but also 
in terms of balances of forces that were in- 
ternal, inherent, more or less _ reversible. 
This new era of functionalism on the one 
hand freed us from the rigidity of structur- 
alism, and made us, on the other hand, deal 
constantly with concepts—concepts of forces 
which though derived from biological forces 
and therefore necessarily interpretable in bio- 
chemical and physical terms, nevertheless are 
a step or more removed from the substantive 
material (the organic change) which our sci- 
entific forebears of a hundred years ago wel- 
comed as a sort of reassurance against the 
world of spirits they had been combating so 
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impotently. This disadvantage seems to be a 
price worth paying, at least for the time be- 
ing, until our colleagues in biochemistry and 
the other disciplines catch up with the con- 
ceptual advances made in the theory of psy- 
chodynamics. 

On the development of psychological the- 
ory I shall not dwell, since the happenings of 
the last 60 years in this field are well known. 
It will suffice to indicate the essentials of the 
construction of the theory dependent upon 
biological drives, in which the phenome- 
nology is interpretable by principles of psy- 
chic continuity, psychic determinism, the 
theory of psychic structure, the concept of 
conflict between forces, and the homeostatic 
principle. The nature of our theory permits 
its being divided into numerous frames of 
references, by no means of equal weight or 
validity, and these have been chosen chiefly 
for purposes of demonstrability of the mod- 
ern magic against the demons we have thus 
fashioned. 

Here let me speak about the diagnosis as 
the eneniy. To be sure, advances made on 
nosology are of an empirical validity, with 
varieties of pragmatic usefulness. There is 
condensed in the diagnosis when used as an 
operational definition a great usefulness, 
which, however, may diminish in value as 
time goes on. Nevertheless, there is still a 
tendency among us to inveigh against “the 
diagnosis.” First we establish a diagnosis of 
manic-depressive psychosis, schizophrenia, 
compulsion neurosis, etc. Having thus identi- 
fied and named our enemy we proceed 
armored and horsed, lance in hand, full speed 
against the dragon. The tool of attack may 
be electroshock, insulin shock, leucotomy, or 
even the gentlest of weapons, psychotherapy. 

However, our new era finds also the nos- 
ological strongholds crumbling under the 
blasts of psychodynamics and diffusing away 
into the borderlines and borderlands; the 
diagnosis is clearly losing its fashion and fas- 
cination as a target. But we can still inveigh 
against the symptom or its name as pathogen. 
This is also more tangible and we have ready 
devices of inveighing against the symptoms 
of depression, excitement, anxiety, and at 
least to some extent by pharmacological 
means. Nor is it at all implied that this is not 
justified in many an instance. 

But something else has happened. Out of 
our new psychodynamics have arisen a whole 


new host of symptoms against which we pro- 
ceed in our therapeutic zeal as if they were 
enemies. To be sure they often are. Their 
very destructive nature not infrequently 
alarms us. Derived of our new knowledge, 
this new host of symptoms are fought in 
many a psychotherapy by the magical device 
of mentioning the name: anxiety, hostility, 
dependency, impulsivity, ambivalence, acting 
out, inhibition, and so on. Each of these psy- 
chological facts or concepts has its validity, 
not only in understanding a patient but also 
as a clue to the use of correct therapy. What 
I wish to emphasize is the magical device of 
using the names of these demons with the ex- 
pectation that if a patient is told he is hostile, 
immature, abnormal, anxious, and so on, he 
will forthwith give up the demon. 

Even more striking, since it is more sophis- 
ticated, is the formulistic use of counterde- 
vices that follow the recognition of these 
symptoms in treatment. I refer to the use of 
technical devices of picking, for example, hos- 
tility as the enemy to be combated and attack- 
ing it by either telling the patient that his 
hostility will avail him nothing since the 
therapist can be even more hostile, or by at- 
tempting to neutralize the hostility with love, 
dissipating it in this way—again inveighing, 
as it were, against the symptom. A still sub- 
tler formula is to go after the symptom be- 
hind the symptom ; for instance, to attack the 
symptom of hostility by ignoring it and going 
after the frustration which one knows must 
lurk behind it. 

Or let us consider the symptom of depend- 
ency, to be inveighed against by gentle seduc- 
tion of the patient into maturity; or by the 
threat of a loss of his dependency if he does 
not become mature; or by exorcising the devil 
by giving him his dread name “passive 
aggression” in hopes that he will destroy him- 
self once he is thus uncovered. 

Yet, in the main, I believe we have largely 
abandoned our psychotherapeutic efforts of 
using either the symptom or the diagnosis as 
a point of attack, except when justified by 
emergency states, or dictated by something 
grave in the patient’s clinical picture. Other- 
wise, we proceed in a more leisurely, stu- 
dious, and research-like pursuit of condi- 
tional relationships between forces. We have 
arrived at the point in our science where we 
have a body of knowledge of psychic life de- 
rived from 3 different considerations: eco- 
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nomic, structural, and topographic aspects. 
Each of these has derivatives which to some 
extent lend themselves to piecemeal, particu- 
late, and limited therapeutic goals. 

Again, clinical material can very easily be 
adduced to illustrate the advantages of the 
use of any one or all 3 of the economic, struc- 
tural, and topographic aspects in the treat- 
ment of any case. As such, the concepts have 
considerable value but such discussion is not 
germane to my thesis. What is pertinent is 
that despite the greater degree of sophistica- 
tion necessary for the appreciation of these 
particular concepts, they lend themselves, 
nevertheless, to magical manipulation in just 
the same way as I have already noted with 
regard to diagnoses and symptoms. Let me 
illustrate. 

Perhaps the best example here is the use of 
the descriptive concept “severe superego.” 
Again, mention of this term by no means car- 
ries derogation of the term, for it is truly a 
valuable idea in the formulation of what is 
going on in a patient, and certainly useful in 
communication between colleagues. It is not 
to this usefulness that I refer, but to the use 
of the concept as the aim and as an object of 
therapy; for the term presents itself almost 
symbolically as a worthy opponent of our 
therapeutic efforts. Here, almost personified, 
one can see the enemy as some sort of patho- 
gen which has to be got rid of. When the con- 
cept is pictured and attacked in this way, such 
attitudes give rise to what I referred to above 
as the piecemeal, particulate, and limited 
therapeutic goals that characterize various 
kinds of psychotherapy as perhaps being 
psychoanalytically derived, but not psycho- 
analytic. 

These are the instances in which a thera- 
pist tries by seduction, persuasion, shaming, 
ridicule, cajoling, or threatening, either 
openly or by a variety of subtler derivatives, 
to force the disappearance of this enemy. To 
be sure, the method not infrequently works 
when, especially in dutiful compliance, the 
patient yields his symptom for a substitute 
which is less of a nuisance to him and his 
therapist. But after it does not work, espe- 
cially when the need to therapeutize fails to 
take into consideration the strength of the 
forces that have led to the precipitation of the 
“severe superego,” and even more especially 
where clinical judgment would dictate a more 
leisurely research-like attitude of pursuit in 


the study of these forces. I have particularly 
chosen the “severe superego” as an example 
since I see it used much more frequently in 
this way than in associated and allied charac- 
terizations. One may just as well illustrate 
the same point by choosing “weak ego” as an 
example, since it is a spirit-distillate quite 
easy to recognize, pint-sized but mighty, an- 
other Rumpelstiltskin, requiring the special 
skills and incantations of the most gifted of 
the priests or priestesses among us. 

It is fitting here to give still another exam- 
ple in some ways more illustrative than the 
ones given above. In the earlier days of psy- 
choanalysis, particularly given to personifica- 
tion and animistic thinking, the concept of 
the unconscious was most frequently seen as 
the demon. This led to the concentrated drive 
towards making the unconscious conscious. 
I think I need not belabor the point. I refer 
to the direct interpretation of the unconscious 
to the use of hypnosis or drugs to open up the 
depths, and so on. We all know now how 
this single goal has led to distortions, pre- 
mature interpretations, precipitation of psy- 
choses in treatment and the like. Moreover, 
in an increasing number of patients, the un- 
conscious, which should be a self-respecting 
ghost staying in the dark, seems to be quite 
at home walking around in broad daylight 
and this is very disconcerting. 

I shall not leave the topic of the uncon- 
scious as the point of attack without quoting 
from Groddeck’s Book of the It(3). 


In conclusion I must say one word about the way 
the treatment works. Only unfortunately I know 
little about it. I have a vague idea that the setting 
free from repression of repressed material has a 
certain significance in this, but whether it is di- 
rectly the cause of the cure, I doubt. Perhaps, 
through the entrance into consciousness of some- 
thing which has been repressed, there comes about 
a certain activity in the unconscious, and this ac- 
tivity brings cure or not. If so, it would not be at 
all necessary that the repressed thoughts which 
gave the urge to illness should make their appear- 
ance. They could stop quietly in the unconscious, 
provided room could be found for them there. So 
far as my present knowledge of these things goes, 
and I said just now it was very little, #* would seem 
to me that it is often sufficient to get the door- 
keeper to shout some name or other into the room 
of the unconscious, perhaps the name “Wullner.” 
If there is no one called Wullner among those who 
are standing nearest they pass the name further 
back, and if this precise name does not press its 
way to its rightful owner, perhaps a Muller will be 
there, who intentionally or unintentionally mis- 
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understood the summons, forces his way forwards 
and enters consciousness. 


Here is a Rumpelstiltskin technique, but 
note how benign a version: the original 
enemy is not to be combated, but is regarded 
as a sort of stranger to be called out and be- 
come acquainted with. Ina sense the only im- 
provements that have been made on this tech- 
nique in recent years, the principle being the 
same, is that we now consider it rather gauche 
to shout; and we have adopted the politer 
device of extending engraved invitations, try- 
ing to make sure that we have the name of 
the guest as accurate as possible. 

Another major area that lends itself to 
similar treatment is the field of mental mech- 
anisms. Consider how introjection, projec- 
tion, conversion, isolation, reaction forma- 
tion, for example, are likewise treated in 
formulations of psychodynamics with varying 
degrees of personification and materialization, 
sometimes to the extent that these once more 
constitute therapeutic targets. Especially is 
this true of observations for the mechanisms 
of projection and isolation. But above them 
all is the concept of defense used as the most 
modern target for a magical sort of treat- 
ment. And yet this idea stems out of a rather 
sound theoretical concept, one which portrays 
the structuralization of defense mechanisms 
as an attempt at ego-solution of the internal- 
ized conflict. Here again one must empha- 
size the partial portrayal, and therefore an 
inaccurate portrayal, of defense mechanisms 
as pathogenic agents that lend themselves to 
being combated like aliens. Also high on the 
psychotherapist’s xenophobic list is the oper- 
ational handmaiden of the defense, namely, 
the resistance. 

It is logical at this point to proceed with 
the same sort of argument as given above in 
other instances. Defensive structures can be 
pathogenic. Resistances have to be overcome 
if certain therapeutic goals in certain in- 
stances are to be achieved. What is empha- 
sized here is not the value of the concept in its 
total and appropriate gestalt, but its misuse 
when it is pulled out from the context of the 
entire proper formulation and used as a par- 
ticular point—a target for the hour. Fortun- 
ately, an increasing prevalence of a research 
attitude towards the subject of defenses has 
led to the consideration of the ego-strength- 
ening aspects of defense mechanisms and as a 
result several developments have taken place. 


One is a different type of clinical evaluation 
of certain kinds of emotional problems, where 
no attempt is made, and in our present state 
of knowledge perhaps correctly so, to get rid 
of defenses, but to see them as necessary to 
the integrity of the psychic structure of these 
particular patients. Moreover, in some in- 
stances, manipulative therapeutic devices 
might actually and likewise correctly be used 
to strengthen the existing defenses. The 
other development that goes hand in hand 
with the first is the removal of the designa- 
tion of pathogenic from such defense struc- 
tures, and this at least leads to attitudes in 
which magical devices are less likely to occur. 

Other examples will quite likely occur to 
you. I wish to add only one more, which I 
believe is a real materialization and personi- 
fication achieved by the “mother cult” among 
us. This invention is called by many names, 
the most euphemistic being “the schizophren- 
ogenic mother.” Here is a witch in modern 
garb. Her fate in the psychiatric scheme of 
things is still unsettled while she is going 
through her historic trial by ordeal. It may 
come to pass that her fate will be an easier 
one after the father becomes reintroduced 
into psychodynamics and regains his demonic 
primacy. 

Although it is sometimes impossible to sep- 
arate the rite from the spell, the main part of 
this discourse has primarily concerned the 
spell and less so the rite. The latter is worthy 
of some elaboration, if one considers how 
much ritualistic involvement goes on, in our 
practices, by set times and lengths of appoint- 
ments, by the use of certain accoutrements 
and appointments in a therapist’s office and 
by the ritualism of payment. These technical 
details of the treatment situation can be used 
magically ; one can set up actual taboos of re- 
lationship, as, for example, whether the pa- 
tient can or cannot see the therapist socially. 
This technical device may be treated in a 
manner of a rigid taboo or of magical facilita- 
tion of therapeutic aims, rather than as a nec- 
essary part of the conditions under which sci- 
entific therapy can or cannot go on. It is a 
topic for a much more expanded presentation 
than this paper to demonstrate the relics of 
magic in such therapeutic mechanics. The 
talking, the dream work, the catharsis, the 
abreaction, the interpretation and the invoca- 
tion of the emotional experiences all illustrate 
how mechanics can be used magically, and 


si Me 
Fes 
: 
aye 
ays 
‘ 


856 


THE DEMONOLOGY OF MODERN PSYCHIATRY 


[May 


are so used when taken out of a meaningful 
context. Glover’s remarks about the efficacy 
of inexact interpretations fit here if the effects 
are seen not only as assisting in the establish- 
ment of artificial paranoias, but also in the 
light of their usefulness as magical devices. 

From the above it might be inferred, since 
the virtue in magic lies primarily in the fixed 
formula, that those who adhere to “rigidity” 
or “orthodoxy” are most prone to the use of 
magical devices. So it may very well be, pro- 
vided the technical devices used are called 
upon as being the necessary ones for produc- 
ing magical cures. But if the technical de- 
vices are used for the purpose of setting down 
conditions for scientific inquiry, the chances 
of the use of these details of technique as 

ical devices are minimized. On the other 
hand, flexibility may become just as much a 
magical device as rigidity. For example, in a 
problem of dependency, the treatment that 
insists upon daily interviews, without the 
hours being used to work the problem 
through, may very well be making of the 
frequency of interviews a ritualistic device. 
Likewise, the treatment of a problem of de- 
pendency by diminishing the number of inter- 
views in the hope that this in itself will reduce 
the problem is a use of the factor of infre- 
quent interviews as a magical technique. It 
seems obvious that frequency or infrequency 
can both be used as magical devices, but if 
there is going to be some work done on the 
problem it also seems obvious that frequent 
interviews stand a better chance of success, 
all other things being equal. 

If we leave the field of individual psycho- 
therapy for the vaster one of “applied psycho- 
therapeutics” we can appreciate the many 
ways the ritual pervades our life from the 
morning shower to night-cap. Most striking 
are the gadgets and gimmicks used as help 
in modern child rearing. Sylvester’s(4) 
demonstration of the use of devices to prevent 
instinctual gratification or to grant gratifica- 
tion, the thumbguards, the automatic bottle- 
feeder, and the swings which don’t need 
mother’s presence, are a small part of the 
total process. Her thesis concerning the 
“mechanization” of ego functions to aid chil- 
dren in the process of reality adaptation 
and the attempts to standardize and regulate 
their aggression (e.g., play therapy ; amputa- 
tion dolls), fits in well with the theme of 
these remarks, since it seems clear that 


mechanization of such types have also a ritu- 
alistic component. 

It would be quite another chapter and a 
lengthy one to extend the critical attitude 
that has been expressed in this paper on the 
technical devices to the important subject of 
the aims and goals of therapy. However, one 
thing might be said here in context with re- 
gard to this vast subject: those systems of 
psychotherapy that have as a primary goal 
the establishment of faith either in the thera- 
pist or in a philosophical, therapeutic, or re- 
ligious system, valuable though these aims 
may be as therapeutic efforts in some pa- 
tients, nevertheless tend much more to rely 
upon magical devices than do those therapies 
that leave a patient with an understanding 
and respect for the conditionalism and 
healthy scepticism which are part and parcel 
of scientific methods. Nor is it surprising in 
these days of crisis that out of anxiety so 
many of us find ourselves looking towards 
religion as a device to aid us in our work. 

Of the many conclusions which may be 
drawn from these remarks only one appeals 
to me now as fitting. Magic is our heritage. 
We cannot divest ourselves of it completely, 
for even if we deny it in ourselves, our pa- 
tients still see us as performers of magic in 
our acts, gestures and words—and above all 
in the words. But this social usefulness of 
magic is always a potential danger. So far 
as our work as psychotherapists is concerned 
I can best express my idea of this danger by 
a plea that we use our psychotherapy and its 
uniqueness as much as possible with the 
framework of a research-like attitude. Other- 
wise, it seems as though there is something 
within us, fearing magic though we do, yet 
being fascinated by its power, that forces us, 
when a therapeutic goal becomes predomi- 
nant in psychotherapy, to open the door to 
spells, incantations and magical rites. 
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More beds are occupied by patients who 
are mentally ill than by those suffering from 
all other medical disorders. Significant as 
this single fact may be, it is paled by the 
larger problem of discontent, sorrow, and in- 
effectiveness reflected in the lives of those 
individuals, young and old, who are emo- 
tionally disturbed. A cursory reading of the 
daily newspaper provides an index to the 
magnitude of the total problem—one of the 
most pressing in the field of medicine. 

During the past decade, major emphasis 
in the mental health field(1, 5) has been 
directed toward defining (1) the magnitude 
of the problem, not only as it concerns frank 
mental illness per se but also as it involves 
those less seriously affected; (2) ways and 
means of improving diagnosis and treatment, 
including rehabilitation; (3) the need for 
more adequate physical facilities such as 
hospitals and clinics; (4) the need for addi- 
tional adequately trained professional as 
well as nonprofessional personnel; (5) the 
research needs. A lesser emphasis has been 
placed on prevention. 

It is the purpose of this paper to re-empha- 
size the need for consideration of prevention 
in the mental health field ; to suggest a focal 
point around which concerted effort might 
begin and what the physician, as the pivotal 
center, in cooperation with others can and 
must contribute to insure its effectiveness. 

There are varying degrees of prevention. 
Ideally the most desirable goal is “absolute 
prevention.” If we hope ever to approach 
this ideal, much expensive and painstaking 
research must be done. 


Meantime, the mental health worker is faced with 
two preventive tasks: (1) to attempt to eliminate 
conditions that are generally harmful to mental 
health and (2) to handle the mildly sick—as is done 
in child guidance clinics and adult mental health 


1 Read in the Section on Child Psychiatry at the 
110th annual meeting of The American Psychiatric 
Association, St. Louis., Mo., May 3-7, 1954. 

2 Professor of psychiatry and pediatrics, Univer- 
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Ridenour(4) has nicely emphasized the 
point : 

Clinical medicine can be thought of as the treatment 
of the individual, preventive medicine is the protec- 
tion of the individual, and public health is protection 
of the herd. Similarly, clinical psychiatry is [the] 
treatment of the individual, preventive psychiatry is 
protection of the individual. .. . 


Preventive Mental Health Services in this 
discussion means the coordinated effort nec- 
essary to protect and sustain the individual’s 
mental health by eliminating or ameliorating 
those conditions generally regarded as harm- 
ful to it. 

Happily, in recent years increasing atten- 
tion is being directed toward the development 
of a program of preventive mental health 
services(6, 7, 8). This is forcefully stated 
in one of the recommendations in the 1953 
report of the Council of State Govern. 
ments(2). 

The urgent need for extending the area of preven- 
tion calls for increased research to determine the 
relative value of various preventive measures. Fu- 
ture studies, for example, should evaluate scientifi- 
cally the effectiveness of early treatment measures, 
such as those of clinics and child guidance centers, 
the results of improved prenatal care to reduce con- 
genital brain damage, new chemicals which may 
prevent the onset of some diseases, the usefulness of 
school classes in “human relations” and the results 
of improvement in community and family environ- 
ments. Since it is generally agreed that the founda- 
tions of mental disease are commonly developed in 
childhood, studies of biological, psychological, and 
social development should be stressed. 

Concern about mental health involves 
every segment of the population—the young, 
the middle aged, and the aged—each with 
its own special problems of adjustment. 
However, the focal point at which to begin is 
the child, his development, and the improving 
as well as strengthening of parent-child re- 
lationships or their counterparts. Walt Whit- 
man(10) in his inimitable manner has stated 
it thus: 

There was a child went forth every day, 
And the first object he looked up and received with 
wonder, pity, love, or dread, that object he 
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And that object became part of him for the day, or 
a certain part of the day, or for many years, or 
stretching cycles of years ... 

His own parents, 

He that had fathered him, and she that conceived 
him in her womb, and birthed him, 

They gave this child more of themselves than that, 


They gave him afterward every day—they and of 
them became part of him. 


The mother at home, quietly placing the dishes on 
the suppertable, 


The mother with mild words—clean her cap and 
gown, a wholesome odor falling off her person 
and clothes as she walks by: 

The father, strong, self-sufficient, manly, mean, 
angered, unjust, 

The blow, the quick loud word, the tight bargain, 
the crafty lure, 


The family usages, the languages, the company, the 
furniture—the yearning and swelling heart, 

Affection that will not be gainsayed—the sense of 
what is real—the thought if, after all, it should 
prove unreal... 


Men and women crowding fast in the streets—if 
they are not flashes and specks, what are they ? 


The streets themselves, and the facades of houses, 
and goods in the windows .. . 


These became part of that child who went forth 
every day, and who now goes, and will always go 
forth every day. 


The significance of childhood years has been 
recognized since the early days of our Asso- 
ciation. Malamud(11) calls attention to the 
writings of 2 early pioneers, R. B. Wood- 
ward, our first president, and Isaac Ray, 
fourth president, who emphasized the im- 
portance of education and the parent-child 
relationships. Butler(12) in 1879 wrote: 
We can also more efficiently apply the means of its 
[insanity] prevention and remedy when we can 
better measure its various pernicious causes, such 
as erroneous education and social influences, neglect 
of family training to reverence and obedience .. . 
and learn more exact!y as we shall surely learn, how 
very early in life the predisposing causes of insanity 
are planted in the child. 


We are well aware of the many factors 
which contribute to the development of the 
personality during infancy and childhood and 
the many “needs” which must be satisfied. 
Often overlooked, but nonetheless important 
essentials in a child’s life are: (1) An oppor- 
tunity to understand that, while society is in 


a condition of perpetual flux, our existing 
institutions are sufficiently stable to provide 
a well-ordered place in which to live; (2) 
More adequate definition of social standards 
by which each individual may be guided to 
participate in community living in a manner 
satisfactory to himself and to others and by 
which he may measure his own worth; (3) 
An opportunity to learn to distinguish clearly 
between living and the symbols of living ; (4) 
An opportunity to give expression to aggres- 
sive, hostile, and irrational impulses in an or- 
derly manner in order that they may eventu- 
ally be sublimated into socially acceptable and 
constructive responses rather than increas- 
ingly destructive ones; (5) Provision for 
assuming increasing responsibility consist- 
ent with ability, with a view toward de- 
veloping a greater sense of self-sufficiency ; 
(6) Preparation to fear neither the new nor 
the old but to meet courageously the require- 
ments of everyday living; (7) Not to fear 
failure, but to learn to deal effectively with 
the causes of failure; (8) Opportunity and 
encouragement for each individual to develop 
optimally his own potential; (9) Develop- 
ment of skills and techniques commensurate 
with ability to facilitate living harmoniously 
with others; and (10) Assurance to each 
individual of consistent, dependable support 
in success as well as failure. 

Great emphasis has been placed on the 
pressing need for adequately trained person- 
nel—more psychiatrists, psychiatric nurses, 
social workers, psychologists, and occupa- 
tional, recreational, and psychotherapists, to 
mention only a few. True, they are sorely 
needed to provide treatment and rehabilita- 
tion for the vast numbers who are mentally 
ill or who are having difficulty in making a 
satisfactory life adjustment. Such trained per- 
sonnel alsocan make a significant contribution 
to preventive mental health services. How- 
ever, if an adequate program for such services 
is to be developed it must be physician- 
centered—in the general practitioner, the 
pediatrician, every physician who deals with 
children. This has been true of every medical 
program of prevention—for tuberculosis, 
general paresis, malnutrition, the infectious 
diseases, etc. It will be true of any effective 
program of preventive mental health services. 
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Ziskind(13) has called attention to a num- 
ber of practical aspects which suggest : 
. .. that medical practice has potentialities for 


being the richest field yet to be subjected to mental 
hygiene [preventive mental health services] efforts. 


He mentions the large number of individuals 
involved. Relatively few new resources will 
be required since every physician has his 
own office ; and 

His is a field in which it is not necessary to stimu- 
late people to do something about it. Here are the 
people actually seeking help. [A most significant 
point that has been largely overlooked is] the fact 
that the medical profession is a great educational 
force, [hence] the properly oriented physician should 
prove to be one of the most potent factors- in the 
dissemination of mental hygiene precepts. 


Today in this country, nearly every child 
born has been under prenatal care and is 
delivered by a physician. Many children are 
under physicians’ care during the first year 
of life. Recognizing that the physician can 
be “a great educational force” in the devel- 
opment of a program of preventive mental 
health services, in what areas can he function 
and how? 

First and foremost, in the education of 

parents—particularly young parents who are 
expecting the arrival of their first child—and 
in the concomitant shaping of parental atti- 
tudes toward their role and responsibility to 
the child. Clarification of the nature of the 
child (that is the human being) is sorely 
needed. Montagu(4) has recently empha- 
sized: 
Man is not born evil, nor is he born neither good or 
evil, but in a very positive sense he is born good. 
. . . When one analyzes the basic needs of the hu- 
man organism, those needs which must be satisfied 
if the organism is to survive, one finds that they 
are oriented in the direction of cooperation, of want- 
ing to love, as well as wanting to be cooperated 
with and loved. 


If every parent could be oriented in this basic 
concept, what a profound effect it could have 
on the eventual amelioration of pain and 
suffering! Understanding of the dependency- 
independency struggle of the growing child, 
as well as the developmental patterns of 
growth, is likewise important. Early educa- 
tion of parents could do much not only 
toward the creation of a healthier home 
atmosphere in which children can grow but 


also toward the elimination of tensions which 
often produce distortions in personality de- 
velopment leading to later, more serious ad- 
justment difficulties. The physician who un- 
derstands his potentialities for the promotion 
of mental health can make an incalculable 
contribution to it. 

Recognizing and ameliorating parental 
anxieties which may influence adversely the 
child is another important area in which the 
physician can function effectively. We are 
all aware of the devastating influence anxiety 
may have on the child. Allaying parental 
anxiety can logically begin during the preg- 
nancy period when many prospective parents 
look forward to the future with doubts and 
misgivings. Physicians, understanding this, 
are beginning to deal effectively with such 
tensions not only by individual treatment, 
but also by organizing “classes” for prospec- 
tive mothers and fathers. Another excellent 
opportunity for allaying parental anxieties 
follows the birth of the child. Forthrightness 
in assuring the parents that the child is “all 
right” is of great value. A short period of 
friendly discussion at the time can be of 
immeasurable comfort. One young mother 
spoke enthusiastically of how wonderful her 
physician was. When asked to explain, she 
replied, “Why, he spent a whole hour with 
me just talking about babies.” An hour spent 
in such discussion at this critical time may 
serve not only the child and his parents well, 
but also the busy physician! The develop- 
ment of “family centered maternity and infant 
care”(15) can likewise become an important 
phase of preventive mental health service. 
Dealing with parental concern during a 
child’s illness may be as important as the 
management of the illness. Relaxation of 
rigid hospital visiting regulations for parents 
is helpful. 

Consistent support during periods of pa- 

rental stress is also rewarding. One young 
pediatrician put it this way: 
When the going is rough [as it often is during the 
first 3 months of an infant’s life] I keep talking 
about the time when things are going to be better. 
When they’re going well, I try to anticipate the 
times when they’re going to get rough again and 
get them [the parents] ready for it. 


Helping parents with handicapped children 
is a difficult task but one which carries with 
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it many opportunities for the promotion of 
mental health, not only for the child but 
the parents and family as well. The handi- 
capped child too often learns to compensate 
for his deficiency by making excessive de- 
mands for attention and special considera- 
tion, which frequently complicate parents’ 
lives and family living. Helping parents who 
are prone to be overprotective, overanxious, 
or even resentful of the child’s handicap, is 
difficult but important. 

The many opportunities to help parents 
of mentally deficient children are just be- 
ginning to be understood. It is an area too 
long neglected. Inability or unwillingness 
on the part of the physician to deal with the 
deficiency at the earliest possible moment 
has complicated the adjustment of many 
children and their families. Most parents 
“know” of their child’s deficiency but need 
“confirmation” of their doubts and help in 
planning for the child’s future. 

The physician’s management of the child 
is likewise important in the promotion of 
mental health. Too often the need for de- 
veloping a good relationship with the child is 
ignored or overlooked, or the need to prepare 
the child adequately for medical or surgical 
* procedures, or the need for subsequent 
friendly support so essential during convales- 
cence. Fortunately many physicians are be- 
ginning to appreciate how important such 
considerations are and are re-orientating 
their methods of handling the child in trouble. 
More need to do so. 

Painstaking research has demonstrated 
conclusively the close relationship between 
tension and bodily function. The physician’s 
recognition and acceptance of the mind-body 
relationship helps him to avoid mistakes in 
diagnosis and opens many avenues for more 
adequate care and management, thereby pro- 
moting mental health. 

Many other areas in which the physician 
can exert his influence in the promotion of 
preventive mental health services could be 
mentioned. One point requires emphasis: 
as the physician recognizes and understands 
his role and responsibility in the education 
of parents and the help he can give them, 
parents will be more effective in the rearing 
of children. 

There may be some who will question 


whether such an ideal can be realized. All 
I can say is, if attendance at postgraduate 
courses designed to help physicians in this 
area means anything, if the increasing 
number of pertinent articles appearing in the 
current medical literature, and the number 
of referrals being made for specialized help 
in the more stubborn problems are any indi- 
cation of physician interest, eventually we 
shall attain that goal. 

But what does this mean to us as psychia- 
trists interested in children, Should it be our 
concern? If so, what can our particular 
contribution be in the development of a pro- 
gram of preventive mental services? 

An initial contribution, sorely needed, is 
the formulation of all basic knowledge con- 
cerning the nature and nurture of the child. 
In no field is there such a wide variety of 
theory and fancy—much of which today is 
accepted as fact. Such a task would be a 
formidable one but, if accomplished, would 
do much to clarify many issues. It would 
seem appropriate to suggest that this Section, 
with the cooperation of the Committee on 
Child Psychiatry, give serious consideration 
to its undertaking. 

Needed also is increased attention to the 
development of more adequate understanding 
of methods of prevention. Lemkau(g) has 
stated : 


. . it can be said that the child guidance movement 
has thus far contributed much less to prevention 
than it has to treatment. 


If this is true, we can no longer ignore our 
responsibilities but must give consideration 
to the development of more adequate methods 
of prevention—particularly methods which 
our colleagues can use in their respective 
practices. 

As basic knowledge and methods of pre- 
vention are formulated, it will be essential 
to develop more meaningful methods of com- 
munication not only among ourselves but 
also between us and our colleagues in 
practice. Only as knowledge is translated 
into emotional and intellectual experience can 
it become meaningful and useful. 

In addition, a new orientation to mental 
health problems seems to be in the process 
of formulation. The most recent evidence 
of this change is reflected in the promotion 
of “a new, optimistic attitude toward mental 
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health” and the “focus on mental health, not 
so markedly on mental disease”(16). Some 
years ago Blain(17) succinctly stressed this 
point. 

Our attention is traditionally focused on the six per 
cent who are sick. It is the ninety-four per cent 
who are well who are the most important. Mental 
health is more important than mental disease. 
Viewed without sentiment, healthy people are more 
important than sick people. There are more of them, 
they do their share of the world’s work, produce 
enough in excess of their own needs to provide for 
children and the aged; and they care for the sick. 
It is in changing sick people into healthy people 
and in keeping the healthy from getting sick, that 
medical science finds the chief reason for its 
existence. 


As we learn together to care for, protect, 
and sustain the individual, it should be possi- 
ble one day to realize the responsibilities 
which Nietsche once defined for us: 


The highest mental development of a physician has 
not been attained when he knows the latest and best 
methods and is skilled in performing them. He must 
possess the facility of speech which suits itself to 
each personality and is able to draw the heart out 
of his breast; a manliness which dispels at a glance 
despondency (the worm which feeds on every pa- 
tient), a diplomatic keenness capable of mediating 
between those who need happiness for their cure and 
such who in their complete health must and can 
spread happiness; the cunning of a detective or an 
advocate who understands the secrets of the soul 
without divulging them. In short, a physician now 
requires a grasp of all the dexterity and intricacies 


of all other professional classes. Equipped in this 
way, he is able to be a benefactor to the whole of 
society. 
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STIMULATION OF THE AMYGDALOID NUCLEUS IN A 


SCHIZOPHRENIC PATIENT 


ROBERT G. HEATH, M.D., RUSSELL R. MONROE, M.D., ano WALTER A. MICKLE, M.D. 
New Organs, La. 


This report demonstrates the effects of 
electrical stimulation of the region of the 
amygdaloid nucleus through electrodes 
chronically implanted in a schizophrenic pa- 
tient. 


The patient, a 27-year-old housewife, whose in- 
creasing feelings of unreality had become completely 
incapacitating shortly before her admission to 
Charity Hospital in New Orleans, February 18, 
1953, had been given electric shock therapy at 
another hospital. This had only increased her 
anxiety and depression without affecting the under- 
lying sensations of unreality. As far back as she 
could remember, this estrangement with the world 
had been a problem. She realized that she was 
different, particularly in being unable to express 
warm and affectionate feelings. Even minute 
changes in her surroundings were not tolerated. 
She isolated herself from family and friends, never 
left home except to go to school, and upon marrying 
insisted that her husband move into the family 
home. Only a permissive isolated rural environ- 
ment had prevented an earlier hospitalization. Other 
symptoms were phobias and slight referential trends. 
Four months of psychotherapy with amytal and 
benzedrine as adjuncts led to no improvement. The 
diagnosis was chronic undifferentiated schizophrenia. 


The electrodes were implanted on June 25, 
1953- This stimulation to the region of the 
amygdaloid nucleus occurred on August 25, 
1953, 61 days after the electrode implanta- 
tion. The technique of implanting electrodes 
has been described elsewhere(1, 2). The 
ball of the electrode is about 3 mm. in di- 
ameter. With this technique we have kept 
the electrodes in place for periods extending 
to 15 months. Figure 1 is an X-ray of the 
skull showing electrodes in position. Stimu- 
lation employed was of an intensity up to 
5 ma., measured by a stimulus monitor built 
in the Tulane Laboratories(3). The wave 
form consists of a rectangular pulse 1 msec. 
in duration at a frequency of 100/second 
with reversal of polarity. 


1 Read at the Annual Meeting of The 
American Psychiatric Association, St. Louis, Mo., 
May 3-7, 1954. 

2 From the Tulane University School of Medicine; 
research supported by the Commonwealth Fund. 


EFFECTS OF STIMULA1ION 


The patient’s principal response with this 
stimulation was a reaction of rage appearing 
when the current approached an intensity 
of 5 ma. When the current was reduced to 
4 ma., the rage disappeared and the patient 
was able to discuss it quite objectively. The 
rage returned each time that the current was 
increased to 5 ma. and similariy disappeared 
when the current was reduced to 4 ma. The 
patient states that she was perfectly aware 
of her feelings but described them as un- 
usual for her. During the periods when the 
current was below threshold she was rather 
amused by her reaction. At various intervals 
repeat x-rays were obtained which indicated 
that the electrodes had not shifted. Despite 
this, on subsequent treatments utilizing the 
same parameters of stimulation, the patient 
developed intense fear with an impulse to 
run. The common feature was a strong 
emotional response. * 


DISCUSSION 


Through this technique some correlation 
between the physiology of the intact brain 
and the reporting of the patient is possible. 
This report is concerned with the production 
of a strong emergency emotional response 
with stimulation in the amygdaloid nucleus. 
There are numerous reports in the physio- 
logical literature regarding studies to de- 
termine the function of this anatomical 
structure. Several authors discuss apparent 
alterations in the emotional responses of 
animals with stimulation and ablation of the 
amygdaloid nucleus. In the animal studies 
it is difficult to evaluate accurately the mean- 
ing of the observed phenomena since the 
animal is unable to report. The observations 
have been limited to somatomotor and vaso- 
motor responses, which in many instances 


8 When being read at the Annual Meeting, this 
paper was accompanied by a motion picture. 
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Fic. 1.—Anterior-posterior and lateral x-rays of skull, showing electrodes in position ; bi-polar stimulation 
was between electrodes indicated with arrows. 


: 
= 
it 
: 
| 


é 
eet 
ees 
¥ 
‘ 


1955] 


R. G. HEATH, R. R. MONROE AND W. A. MICKLE 


863 


were similar to those which human subjects 
demonstrate when describing a state of rage 
or fear. 

Bard(4) has described a lasting depres- 
sion of the threshold of rage reactions in 
cats with bilateral ablations which included 
the amygdaloid nuclear complex. He specu- 
lates that the area of the amygdaloid acts as 
a funnel through which inhibitory influences 
on this emotional response (rage) originating 
in the transitional cortex in the midline, in 
the neocortex, and in the amygdaloid itself 
exert a suppressive effect on brain stem 
mechanisms. Kluver and Bucy(5), in 
seeming contradiction, report that bilateral 
removal of the temporal lobe, hippocampus, 
uncus, and amygdala resulted in heightened 
threshold for anger in the normally wild 
macaca mulatta. Many physiological articles 
have suggested that the hypothalamus is 
concerned in the production of angry be- 
havior(6, 7). Magoun, et. al.(8) have de- 
scribed animal behavior suggestive of anger 
with stimulation of the midbrain. McLean 
and Delgado(9) reported a directed anger 
defense or attack occurring following a 
stimulation of the hippocampus near the 
amygdaloid. Freeman(10) described the re- 
moval of the amygdaloid nucleus in psychotic 
patients with intractable hallucinations. He 
does not describe at length alterations in 
emotionality, but reports that auditory hal- 
lucinations ceased for sometime following 
this procedure. 

In our studies the reporting of the patient 
indicates that the strong emotional response 
is conscious and integrated in the thinking of 
the patient, and that it is a directed response 
which occurs in association with the electrical 
stimulus. 

In our studies with a large number of pa- 
tients stimulated through various subcortical 
regions we have obtained a violent rage re- 
action with stimulation of only one other 
region—the rostral mesencephalon. In this 
instance the rage appears to be more intense 
and somewhat less integrated. The hypo- 
thalamus has been stimulated in many pa- 
tients ; in no instance have we obtained a re- 


action of rage. Likewise stimulation of the 
caudate nucleus, septal region, and hippo- 
campus have never been associated with the 
appearance of rage. Although the strong 
emergency reaction appeared each time the 
amygdaloid was stimulated in this patient, 
the response varied from time to time, oc- 
casionally being predominantly rage and 
other times predominantly fear. Our studies, 
as well as the reports in the literature, 
seemingly suggest that it is impossible to 
make a one-to-one correlation between stimu- 
lation of this nuclear mass and the behavioral 
response. Apparently the dynamic physio- 
logical-psychological state of the total indi- 
vidual is of the utmost importance in effecting 
the final response, even though the para- 
meters of stimulation are constant. The same 
observation has held with our stimulations 
to other regions, regardless of the type of 
stimulation, whether electrical, psychological, 
or pharmacological. 
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CORRESPONDENCE 


Editor, AMERICAN JOURNAL OF PsyCHIATRY: 


Sir: As an honorary member of The 
American Psychiatric Association, may I re- 
fer to the comment by Dr. Leo Alexander in 
the January 1955 number of THE AMERICAN 
JournaL or Psycuriatry. This comment 
points to the hazard of having persons of du- 
bious mental health in high public office. May 
I point out that since 1919, I have in pub- 
lished articles and addresses actively empha- 
sized the need for some means of evaluating 
the mental status of persons aspiring to posi- 
tions of great responsibility. In 1952, I pub- 
lished a monograph, Staatsfuehrung und Psy- 
chopatie, dealing with this matter, which re- 
ceived attention in European countries, but, 
I fear, is unknown in English-speaking lands. 

I am, of course, quite conscious of the 
difficulty of giving effect to my views, but 
in this little book I outlined a possible plan 
which might at least be given a trial under 
the auspices of the United Nations. In agree- 
ment with Dr. Alexander, I believe that the 
matter deserves some further consideration 
and debate, in the interests of responsible 
government and world peace. 

Erwin STRANSKY, 
Vienna. 


Editor, AMERICAN JOURNAL OF PsyCHIATRY : 


Sir: The recent article by Szatmari, Hof- 
fer, and Schneider (“The Effect of Adreno- 
chrome and Niacin on the Electroencephalo- 
gram of Epileptics,” Am. J. Psychiat., 111: 
603, 1955) is worthy of very serious thought 
and critical review. It is based upon an as- 
tute observation—that mescaline and adrena- 
lin are chemically related (Osmond and 
Smythies, J. Ment. Sci. 61:411, 1952, and a 
hypothetical concept that an ““M substance” 
might be “somehow related to both.” On the 
basis of the experimental data in this paper, 
the authors suggest that ‘“‘adrenochrome or a 
similar substance plays a part in the genesis 
of schizophrenia.” 

Their material would imply that mescaline 
should produce a similar result to adreno- 
chrome in epileptics. The fact is that mesca- 
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line decreases or abolishes the abnormal brain 
wave potentials of epileptic patients. (Ameri- 
can Electroencephalographic Society, Atlan- 
tic City, June 1954; and “Studies on Mesca- 
line III: Its Action on the Clinical and Brain 
Wave Patterns of Epileptic Patients,” Psy- 
chiat. Quart., in press). Chlorpromazine 
hydrochloride, one of the newer pharmaco- 
logic agents in psychiatry, whose clinical 
action has been well described, particularly 
in France, England, and Switzerland, pro- 
duces the same effect as adrenochrome in 
epileptic patients. (“Studies on Mescaline 
IV: Antagonism Between Mescaline and 
Chlorpromazine,” by Denber and Merlis, 
read at the AAAS Meeting, Berkeley, Cali- 
fornia, December 30, 1954). Using the same 
type of reasoning found in this article, 
adrenochrome and chlorpromazine hydro- 
chloride should be equivalent substances since 
they produce the same electroencephalo- 
graphic abnormality in epileptics. This is 
not so, neither chemically nor clinically. 

The quotation of a “high incidence of 
paroxysmal bilateral abnormalities in the 
EEG of schizophrenics” to further the hy- 
pothesis advanced in the paper can be duti- 
fully questioned. R. J. Ellingson (“The 
Incidence of EEG Abnormality Among Pa- 
tients with Mental Disorders of Apparently 
Non-Organic Origin: A Critical Review,” 
Am. J. Psychiat., 111 : 263, 1954) noted in re- 
lation to the EEG of schizophrenics that “the 
most common abnormalities observed are of 
the nonspecific diffuse types, that almost 
every kind of abnormality has been re- 
ported.” He also states, “an abnormal EEG, 
especially if focal, paroxysmal or severe dif- 
fuse abnormality is present, still suggests 
first an organic brain disorder, and such 
should be tentatively presumed to exist and 
be carefully checked out.” I am in complete 
agreement with Ellingson’s comments on the 
basis of routine EEG’s done at this hospital, 
now numbering more than 1,000. 

The only suggestion the authors can make 
on the basis of their data is that a dience- 
phalic disturbance exists in schizophrenia—a 
fact proposed by Bleuler and many others 
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years ago. It is questionable whether the 
substance involved in the genesis of this dis- 
order is adrenochrome, for bilateral ablation 
of the adrenals has never been adopted as a 
therapeutic procedure in psychiatry. (“The 
Effects of Bilateral Adrenalectomy on Schiz- 
ophrenic Adjustment,” by N. S. Apter and 
collaborators, American Psychiatric Asso- 
ciation, Atlantic City, 1952). 
HERMAN C. B. Denser, M. D., 
Ward’s Island, New York City. 


REPLY TO THE FOREGOING 


Editor, AMERICAN JOURNAL OF PsYCHIATRY: 


Str: Dr. Denber criticizes our hypothesis 
that adrenochro : or similar quinone in- 
doles play an etiological role in schizophrenia. 
To substantiate his criticism, he attributes to 
our paper certain statements and inferences 
that were not made nor suggested. The hy- 
pothesis was first advanced by Hoffer, Os- 
mond, and Smythies (J. Ment. Sci., 100: 29, 
1954, and was repeated in our paper). The 
data in this paper add to the evidence first 
advanced in our previous one. 

In his second paragraph, Dr. Denber draws 
the inference that mescaline and adreno- 
chrome ought to have similar properties in 
all respects. Since they have dissimilar ac- 
tivity on the EEG of epileptics this proves 
that they are dissimilar. We would not have 
drawn the inference that they are similar 
and, therefore, do not feel impelled to dis- 
prove what we do not believe. We do not 
subscribe tc the theory that substances which 
produce similar physiological activity are 
necessarily of similar chemical nature. 

Whether or not EEG abnormalities found 


in schizophrenia are specific, or so-called 
nonspecific, is still under investigation. For 
every author who finds no abnormality there 
is another who does. The difficulty lies in the 
analysis of the record. With increasing use 
of frequency analyzers, psychiatrists may 
come to some agreement on this interesting 
problem, (Kennard, Rabinovitch, Fister, 
EEG and Clin. Neurophysiol., 7:29, 1955). 

Finally, it is claimed that since adrenalec- 
tomy does not cure schizophrenia (it has in 
a few instances) that adrenochrome could 
not be etiologically related. This surely is a 
naive point of view. Dr. Denber must know 
that about one half of the sympathomimetic 
output is of medullary origin and that there 
are many other sympathetic ganglia scat- 
tered throughout the body. 

We proposed a hypothesis which is reason- 
ably clear and which meets the basic require- 
ment of a hypothesis that it can be tested by 
the scientific method. We agree that this 
hypothesis is open to question and we hope 
that investigators will seriously subject it to 
the question. We hope investigators will 
destroy our hypothesis, for in doing so more 
information will be gained. However, it is 
a bit disturbing that the hypothesis, which 
we have presented in good faith and with 
some scientific validity, can be written off so 
readily without subjecting it to scientific 
analysis. Surely to test our hypothesis inves- 
tigators need merely develop an accurate 
assay method for adrenochrome and then de- 
termine whether this quinone is present in 
schizophrenic body fluids. Our field is al- 
ready too heavily burdened with debate and 
fruitless argument. 

A. Horrer, Px. D., M. D., 
Regina, Saskatchewan. 
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CYCLES IN MENTAL HOSPITAL SERVICES 


The development and maintenance of 
facilities for the treatment and care of the 
mentally ill are in general cyclic in effect. 
Continuously sustained efforts for improve- 
ment have almost never been established. As 
a rule, the hospitals receive small appropria- 
tions for maintenance and inadequate pro- 
vision for new buildings, replacement, and 
repairs. It is unfortunate that many hospitals 
retain elements of old systems such as un- 
satisfactory fire hazards in buildings, lack of 
needed facilities for the examination and 
treatment of patients, resulting in neglect, 
lack of laboratories for supplementing diag- 
nosis and research. Occasionally, a large 
appropriation may be made, in some cases 
too large for proper application within a 
limited period. Those interested in further 
funds may be reminded of this large appro- 
priation, perhaps unexpended and lapsed 
because of time limits, and the request for 
more funds is discouraged. Enthusiasm 
wanes, and there results a long period of 
frustration and further deterioration, until 
the public becomes aroused perhaps by 
instances of neglect. The cycle is repeated 
and a concerted drive for improvements is 
urgently called for, with the possibility of 
limited success. 

Remedial surveys will be helpful, including 
a study of building conditions and facilities, 
with determination of the minimum needs to 
provide for the expected increase of patient 
population and plans for the future. Such 
a study may be made the basis for a bond 
issue or otherwise a large appropriation, with 


budgetary control of the expenditure for a 
sufficient period. As suggested by a colleague, 
it would be helpful and more economical if 
such a plan is established for continuous 
support in a way patterned on the policies 
of the better corporations, solving many of 
the problems. Similar principles may be 
applied to other departments of the hospital 
having to do with the care, treatment, educa- 
tion, and research as related to all the 
patients. 

These are difficult situations and there is 
required alert and continuing leadership, in- 
cluding constant enlightening of governing 
bodies in a better comprehensive program. It 
is encouraging that groups of governors and 
other authorities, also the general public, 
are informed as to the needs and are aroused 
to appropriate action. Organized drives may 
again be required. Successful results should 
be safeguarded by making funds available 
for proper expenditures with budget control, 
and overcoming the old tendency of lapsed 
interest and the return of cycles. 

Extended resources and facilities of the 
American Psychiatric Association are avail- 
able including surveys of hospital systems, 
expert inspection of institutions with explicit 
reports suggesting ways and means of proper 
hospital development. Conferences on various 
problems may be arranged with courses for 
medical, nursing, and attendant personnel. 
In such ways, hospital administrators may be 
assisted and the patients benefited. 

wW. &. 


FURTHER TO THE GUITEAU CASE 


Attention has been drawn to possible mis- 
leading implications of the end paragraph 
in the historical note on the Guiteau case in 
the March issue of the JournaL. This com- 
pressed paragraph requires some reading 
between the lines. The main issue was that 
attitudes and opinions change with the pas- 
sage of time. This is self-evident and hardly 
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needs saying. In the Guiteau case 16 medical 
experts gave evidence that the assassin was 
sane, that is, that he was accountable before 
the law for his acts. Eight experts gave con- 
trary evidence. It was a “battle of experts.” 
However, these expert witnesses were pre- 
sumably as well qualified specialists as were 
available at that time, and while we cannot 
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retrospectively penetrate their several minds 
to identify influences determining their judg- 
ments, the testimony of Dr. Gray and his 
15 colleagues was acceptable to the jury, 
whose verdict, it is safe to say, was accept- 
able to the country. 

The opinion has been expressed that today 
the verdict would have been “not guilty by 
reason of insanity.” That opinion may be 
correct although it remains only opinion. It 
is strengthened by recalling what happened 
in the notorious Thaw and Loeb-Leopold 
cases. We may well remain somewhat mod- 
est about our fallible human judgment, and 
about the judgment of experts too, whether 
of yesterday or today, and giving due con- 
sideration to the adve ices psychiatry has 
made in the past three-quarters of a century. 
It is a fair guess that if Thaw and Loeb and 


Leopold had been tried in the 1880's they 
would not have lived as long as two of them 
did and one of them has. 

Refinements of diagnostic techniques 
available today play a potent part in expert 
decisions ; but individual experience, nature, 
and judgment also play their part; and atti- 
tudes and opinions do change with the 
passage of years. Can we be sure that judg- 
ments of today are necessarily better than 
those of yesterday or will remain better than 
those of tomorrow? 

It should not be necessary to add that the 
paragraph in the historical note referred to 
does not suggest that persons legally insane, 
that is, who do not know the nature and 
quality of their act or that the act is wrong, 
should be executed. 


MECHANIZATION OF SOCIETY 


The gods of our time, mechanization and organization, have brought life and death. They 
have wired up the whole world, established contact throughout, created everywhere the 
possibility of co-operation, concentration of strength and mutual understanding. At the 
same time they have trapped the spirit, fettered it, stifled it. They have led man from 
individualism to collectivism. But with his misguided insight man has so far succeeded 
only in realizing the evil that is in every collectivism, the negation of the deepest personal 
values, the slavery of the spirit. Will the future be one of ever greater mechanization of 
society solely governed by the demands of utility and power? 


—JoHan HvuizInca 
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NEWS AND NOTES 


Ernest Ervin Hapiey, M. D.—Dr. 
Ernest E. Hadley, F.A.C.P., nationally 
known psychoanalyst, died unexpectedly on 
August 10, 1954, following an operation. 

Born in Alton, Kansas, August 2, 1894, 
he received the degree of Bachelor of Science 
in Medicine from the University of Kansas 
in 1918 and his medical degree from the 
same institution in 1920. He served on the 
psychiatric staff of Saint Elizabeths Hospital 
from 1921 to 1929, when he resigned to enter 
the private practice of psychoanalysis. 

At the time of his death, Dr. Hadley was 
President of the Washington Psychoanalytic 
Society; Director of the Washington Psy- 
choanalytic Institute; had been consultant 
to the Veterans Administration, conducting 
weekly seminars in the local mental hygiene 
clinic; consultant to the Corporate Founda- 
tion for Research and Training in Psychia- 
try; teacher at the New Orleans Psycho- 
analytic Training Center; and Fellow of the 
Board on Professional Standards of the 
American Psychoanalytic Association. For 
many years he contributed reviews and arti- 
cles to scientific publications. 

Dr. Hadley organized, and from 1933 to 
1945 was trustee and secretary of, the Wil- 
liam Alanson White Psychiatric Foundation. 
He founded the journal Psychiatry, and was 
co-editor from 1938 to 1945. He served as 
chairman of the Central Examining Board 
for Neurology and Psychiatry, Selective 
Service System, in 1941, and was also chair- 
man of the psychiatry panel, Army Induction 
Board, Fort Myer, Virginia, from 1942 to 
1944. 

He was a member of the American Psy- 
choanalytic Association (Secretary 1930- 
1936) ; Fellow of the American Psychiatric 
Association, and a member of numerous 
other professional societies. He was elected 
a Fellow of the American College of Physi- 
cians in 1938. 

Many are deeply indebted to him for his 
encouragement, his gentle kindness and un- 
derstanding, his advice and wisdom. 
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Saint ExizasetHs HospiraL CENTEN- 
NIAL.—At the hundredth anniversary meet- 
ing of Saint Elizabeths Hospital, Washing- 
ton, D. C. (March number of this JourNAL, 
p. 711), May 5 and 6, 1955, the following 
speakers from the United States, South 
America, and abroad will participate in the 
professional meeting: Dr. Arthur P. Noyes, 
President of The American Psychiatric As- 
sociation and formerly first assistant physi- 
cian at Saint Elizabeths; Dr. G. Ronald 
Hargreaves, Director of the Mental Health 
Division of the Worid Health Organization, 
Geneva, Switzerland; Dr. Paul Daniel Siva- 
don, Director of Mental Hospitals, Depart- 
ment of the Seine, France; Dr. Honorio F. 
Delgado, Director of the Department of 
Neuropsychiatry, University of San Marco, 
Lima, Peru, oldest university in the Western 
Hemisphere; Dr. Nolan D. C. Lewis, Direc- 
tor of Research at the New Jersey Neuro- 
psychiatric Institute, former head of the 
Department of Psychiatry at Columbia Uni- 
versity; Dr. Bernard Glueck, New York 
City, authority on forensic psychiatry; Dr. 
Zigmond Lebensohn, Associate Professor of 
Psychiatry at Georgetown University, Wash- 
ington, D. C.; Dr. Henry Brosin, Director, 
Western Psychiatric Institute, Pittsburgh, 
Pennsylvania; Dr. Alfred H. Stanton, Vet- 
erans Administration, Boston, Massachu- 
setts; Dr. Gardner Murphy, psychology, To- 
peka, Kansas; and Miss Hester Crutcher, 
social work, Albany, New York. 

Dr. Gregory Zilboorg, New York City, 
medical historian and psychoanalyst, will 
address a dinner meeting at the Willard 
Hotel on the closing day, May 6. Dr. Win- 
fred Overholser, Superintendent of Saint 
Elizabeths, will preside at the meetings. 

The forthcoming meeting at Saint Eliza- 
beths Hospital immediately precedes meetings 
of the American Psychoanalytic Association 
and The American Psychiatric Association at 
Atlantic City. Persons attending these meet- 
ings from considerable distances will thus 
be able to attend the Saint Elizabeths meet- 
ings without having to make separate trips. 
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THE AMERICAN FUND FOR PsyCHIATRY. 
—The Hoover Commission Report calling 
mental illness the Number One health prob- 
lem in the U. S. will be brought to the atten- 
tion of the nation’s top 3,000 corporations 
in a nationwide fund-raising effort to be 
undertaken by the American Fund for Psy- 
chiatry. Irving B. Harris, Chicago business- 
man and philanthropist, is president of the 
Fund’s Board of Directors; and Dr. 
George P. Berry, Dean of the Harvard 
Medical School, is chairman. 

The American Fund for Psychiatry has 
announced that it recently completed a sur- 
vey of stockholder attitudes toward corpora- 
tion gifts to psychiatry and found that more 
than 90% of the shareholders felt corpora- 
tions should make contributions to support 
psychiatric research and personnel training. 
They ranked mental disease equal in im- 
portance to cancer for corporate donations 
and rated it before any of the other diseases 
for such support. 

The American Fund for Psychiatry is the 
only fund-raising organization seeking to 
raise funds for psychiatry from business 
alone. 


NaTIONAL HEALTH ForuM.—‘Forecast- 
ing America’s Health” was the theme of the 
1955 National Health Forum held March 23- 
24, 1955, at the Hotel Sheraton-Astor, New 
York City, under the auspices of 49 national 
organizations. According to Dr. Roscoe P. 
Kandle, deputy commissioner, New York 
City Department of Health, and this year’s 
Forum chairman, the basic aim of the 1955 
Forum was “to find new guidelines that 
health organizations, whether community, 
state, or national, can follow to work together 
more effectively.” 

At the afternoon session, March 24, de- 
voted to the National Health Council’s 
Health Career Horizons project, it was an- 
nounced that the 160-page Health Careers 
Guidebook is being sent to the nation’s 
29,000 secondary schools and junior colleges. 
The Guidebook and other Health Careers 
publications are being provided without 
charge by the National Council with the 
public service support of one of its members, 
the Equitable Life Assurance Society of the 
United States. 


Howard A. Rusk, M.D., professor and 
chairman of the Department of Physical 
Medicine and Rehabilitation of the New 
York University College of Medicine and 
chairman of the Health Resources Advisory 
Committee of the Office of Defense Mobili- 
zation, addressed the dinner which closed the 
Forum on Thursday evening. 


New CurricuLUM IN CHILD DevELop- 
MENT.—A training program for working 
with normal and disturbed children in resi- 
dential treatment and nursery school settings, 
combining the academic, clinical, and re- 
search approaches, and leading to a Master 
of Science degree, is being sponsored by the 
Graduate School and the Medical School, 
through the Department of Psychiatry and 
Section of Child Development, at the Uni- 
versity of Pittsburgh, under the direction 
of Dr. Benjamin Spock. 

Courses will be available to graduate stu- 
dents from many backgrounds and disci- 
plines, including psychology, sociology, social 
work, education, and nursing. For general 
information concerning this program write: 
Dr. Lois M. Hilgeman, 3811 O’Hara Street, 
Pittsburgh 13, Pa.; for admission to the 
Graduate School, apply to the Office of the 
Dean. 


EAsTERN Group THERAPY ASSOCIATION. 
—At the first meeting of this Association, 
held at the New York Academy of Science, 
February 25, 1955, the following new officers 
were elected: president, Dr. Max Rosen- 
baum ; president-elect, Dr. Harold Leopold ; 
secretary, Mr. Beryce MacLennan; treas- 
urer, Dr. Herbert Barry, Jr. 

Conditions of membership in the associa- 
tion are membership or associate member- 
ship in the American Group Psychotherapy 
Association, Inc. 

The second meeting was held at the New 
York Academy of Science, April 29, 1955. 


AMERICAN MEDICAL ASSOCIATION.— 
The Tenth Inter-American Congress of the 
Pan American Medical Association will take 
place in Mexico City. The scientific sessions 
will be held March 25-28, 1957. The Con- 
gress will be divided into sections covering 
all branches of medicine and surgery. The 
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Association has 42 medical sections including 
the new “Section of General Practice.” 

March 29-31 will be spent in sight-seeing, 
with visits to Cuernavaca, Taxco, and Aca- 
pulco. On Monday and Tuesday of the fol- 
lowing week, medical meetings will be held in 
Guatemala City in conjunction with the local 
chapter there. 

A large number of physicians are expected 
to attend from all of the Latin American 
countries as well as from the United States 
and Canada. 

The president of the Association is Dr. 
Pedro A. Gutiérrez Alfaro, Minister of 
Sanitation and Public Welfare of Venezuela. 
The Executive Director is Dr. Joseph J. 
Eller, 745 Fifth Avenue, New York, N. Y. 


MassacHusetts Survey oF CoMMU- 
NITY PsycHiATric Resources.—In 1951 
the Harvard School of Public Health con- 
ducted a Survey of Community Psychiatric 
Resources in Massachusetts for the Massa- 
chusetts Department of Mental Health. The 
Survey was under the direction of Dr. 
Warren T. Vaughan, Jr., now Director of 
the Department’s Division of Mental Hy- 
giene, responsible for the development of 
area mental health centers throughout the 
State. Copies of the Survey have recently 
been distributed to all clinics, hospitals, and 
physicians who participated in the Survey, 
and to 300 health and social agencies in 
Massachusetts. A limited number of copies 
are available free of charge to professional 
organizations interested in the mental health 
field. Copies may be obtained by writing: 
Dr. Warren T. Vaughan, Jr., Department of 
Mental Health, 15 Ashburton Place, Boston, 
Mass. 


Srupy ProcramM IN HuMAN HEALTH 
AND THE EcoLocy oF Man.—During the 
past year the New York Hospital-Cornell 
Medical Center has established a long-term 
study program providing an opportunity for 
graduate and undergraduate students to in- 
vestigate the relationship between human 
health and the ecology of man. Studies al- 
ready under way include investigation of 
variations in human reactions to an environ- 
ment in which the physical aspects are essen- 
tially uniform; study of human adaptive 


reaction patterns relevant to disease; and 
investigations of the cerebral mechanism 
through which man perceives and organizes 
his reactions to his environment. A number 
of other investigations will be undertaken in 
these and similar areas. 


INDUSTRIAL HEALTH CONFERENCE.—The 
1955 Industrial Health Conference met at 
the Memorial Auditorium in Buffalo, New 
York, April 23-29, 1955. 

Forums, special conference, and papers 
dealt with problems facing modern industry 
in maintaining the health, earning capacity, 
and productivity of its employees. 

Some 2,000 members of the participating 
organizations, the American Association of 
Industrial Dentists, American Association of 
Industrial Nurses, American Conference of 
Governmental Industrial Hygienists, the 
American Industrial Hygiene Association, 
and the Industrial Medical Association, as 
well as representatives of industrial manage- 
ment, labor, and others concerned with health 
in industry, were in attendance. Mental 
health in industry was not represented on 
the program. 


AMERICAN NEUROLOGICAL ASSOCIATION. 
—This Association will hold its eightieth 
annual meeting at the Palmer House, Chi- 
cago, Illinois, from June 13 through 15, 
1955- 


Mipwest REGIONAL REsEARCH CONFER- 
ENCE.—The A.P.A. Midwest Regional Re- 
search Conference was held at the Nebraska 
Psychiatric Institute, Omaha, Nebraska, 
April 22 and 23, 1955. “Pharmacology in 
Psychiatric Therapy and Research” was the 
theme of the conference. 


Tue Woops ScHoois, LANGHOoRN, Pa.— 
The 1955 Spring Conference of the Child 
Research Clinic of The Woods Schools will 
be held on May 7 in New York. The theme 
of the conference is “The Exceptional Child 
Faces Adulthood.” The Conference is spon- 
sored as a public service by The Woods 
Schools in collaboration with the Department 
of Special Education of Teachers College, 
Columbia, and the School of Education of 
The City College of New York. 
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The first session will be held at McMillin 
Theatre Auditorium, Broadway and 116th 
Street, Friday evening, May 6. On Satur- 
day, May 7, the morning session will be held 
at Corpus Christi Auditorium, Broadway 
and 12Ist Street. The Saturday afternoon 
meeting will be at Horace Mann Auditorium, 
Broadway and 120th Street. 

Eminent authorities on the various aspects 
of the development of the exceptional child 
will address the several sessions of this 
Conference. 

Edward L. Jonstone, president of The 
Woods Schools, and Dr. Leslie R. Angus, 


director of psychiatric services, will preside 
at the Friday night and Saturday morning 
sessions. Dr. Maurice H. Fouracre, head of 
the Department of Special Education, Teach- 
ers College, Columbia University, will be the 
keynote speaker at the opening session. 

All sessions will be open to educators, 
counselors, social workers, members of or- 
ganized parent groups, and others interested. 
Admission is by admission card, which may 
be secured by writing to the Child Research 
Clinic of The Woods Schools, Langhorne, 
Pa. 


All my life I have struggled to find the purpose of living. I have tried to answer three 
problems which always seemed to me to be fundamental: the problem of eternity, the 
problem of human personality, and the problem of evil. I have failed, I have solved none 
of them, and I know no more now than when I started. And I believe that no one will 


ever solve them... 


An optimist is a barometer stuck at Set Fair, whatever the weather may be. The man 
who says, “I am always an optimist,” is a very irritating kind of fool. He is the kind of 
man who would buy from a Jew and sell to a Scot and expect to make a profit. 


—Dean Ince. 
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ARBEITEN AUS DER DRUTSCHEN ForSCHUNGSANSTALT 
FUR PsYCHIATRIE IN MUNCHEN. Studies from 
the German Research Institute for Psychiatry 
at Munich, Volume 40. (Berlin-Gottingen- 
Heidelberg: Springer, 1954.) 


The volume is a collection of papers, published 
in the last 3 years, from the German Research In- 
stitute for Psychiatry at Munich. This world- 
famous institute was conceived by Kraepelin in 
1917. With the financial assistance of the Rocke- 
feller Foundation and of German foundations and 
private contributors, the dream of Kraepelin 
reached its fulfillment, when the Institute was for- 
mally opened in 1927, one year after his death. The 
first directors were Nissl, who guided the organiza- 
tion of the Institute, and Spielmeyer. As this vol- 
ume attests, its present director, Dr. W. Scholz, 
carries on the activities of the institution in the 
best of scientific traditions. 

The more than 30 papers deal with clinical in- 
vestigations of psychiatric, neurologic, and psycho- 
logic problems. There are studies in neuropa- 
thology, biochemistry, and on heredity of mental 
diseases. 

Of greatest interest to psychiatrists is a paper 
by Hans Knoll on “Delusional Psychoses during 
the Involutional Period Considered from Clinical 
and Genealogic Aspects.” This group is closely re- 
lated to the involutional paranoia of Kleist, which 
reaches its severity several years after the cessa- 
tion of the menses. According to Knoll’s investiga- 
tions the exogenous stress of the climacteric period 
plays an important contributing role in the precipi- 
tation of the acute psychotic manifestations in these 
individuals, who are frequently symptomless schiz- 
oid personalities. 

Wagner has a paper on “The Psychopathology 
of Senescence.” 

Jahnel, a sub-director of the institute, discusses 
the latest developments in the field of neurosyphilis. 
He gives credit to Central State Hospital of Indi- 
anapolis for its pioneering efforts in the malaria and 
penicillin treatment of general paralysis and for the 
studies on syphilitic optic atrophy, which lead to 
the elimination of a costly and worthless operation 
on the optic nerves (removal of chiasmatic men- 
ingeal adhesions), having been advocated in the 
therapy of this condition. 

A clinico-anatomic report by Elisabeth Beyer 
describes the case of a 35-year-old patient with the 
manifestations of multiple sclerosis, caused by a 
basal impression of a congenitally abnormal cervical 
vertebra. At autopsy there was a protrusion of 
the clivus into the foramen magnum, which was 
narrowed to a half-moon shaped opening and had 
caused a compression of the medulla oblongata and 
of the upper cervical segments of the cord, asso- 
ciated with partial demyelination, which could be 
followed into the lumber cord. 
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There are studies on benign and malignant 
tumors of the choroid plexus and a new method is 
described for the quick histologic diagnosis of 
brain tumors. 

These are a few of the many valuable contribu- 
tions contained in this volume. 

Watter L. Bruetscn, M.D., 
Indianapolis, Ind. 


Fiery Years or Mepicins. By Lord Horder, 
G.C.V.0O., M.D., F.R.C.P. (New York: 
Philosophical Library, 1954. Price: $2.50.) 


The Elder Statesman of British medicine gave 
the Harben lectures at the Royal Institute of Public 
Health and Hygiene in December 1952. Those 
lectures are here reproduced in somewhat ‘expanded 
form for the benefit of those who were not privi- 
leged to hear them delivered. Lord Horder looks 
back over his own half century in medicine, in the 
growth of which he has had so conspicuous a place. 

There are three chapters. In the first, “The Birth 
of Scientific Medicine,” after taking account of 
the medical stock in trade at the turn of the cen- 
tury, the author outlines the extraordinary advances 
that have taken place since. Chapter 2, “Medicine 
Enlarges its Boundaries,” records the growth of 
the science of nutrition, the development of physical 
medicine and rehabilitation, and of industrial medi- 
cine. Particular attention is paid to the science and 
art of nursing during this period. In al! these new 
but fundamental activities Lord Horder played a 
leading part throughout. Of especial interest is 
Chapter 3, “The Present and the Future.” Notable 
is the change that has occurred in the character 
of disease in general “from those frequent and dev- 
astating gusts of acute and virulent germ diseases 
of, say Sydenham’s time to the more insidious 
maladies of our days. ... Sydenham estimated 
that in his day fevers accounted for 75 per cent of 
the whole of medical practice. I suppose that if we 
exclude epidemics of influenza 5 per cent would 
cover it in our day.” 

Lord Horder has some sharp comments to make 
on the National Health Service in Britain; this is 
not the first time he has made such comments. He 
made them on a recent visit to the United States, 
where, he remarks imperturbably, “What I said 
... had got badly under a certain politician’s 
skin.” And he does not withhold his barbed shafts. 
Quite apart from disclaiming adherence to the doc- 
trine, “My country right or wrong,” he stigmatizes 
“the precipitancy with which the Act governing 
the Service was passed and the very unfortunate 
intransigence of the minister in charge.” 

Lord Horder believes in the development of the 
medical services by evolution not revolution, and 
along with the blunder of precipitancy, he lists 
three others: attempting too much all at once, 
basing the scheme primarily upon the hospital 
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rather than upon the family physician, and the bad 
economics of the Act. This last, he remarks, 
“would have put any business concern out of action 
at its first annual general meeting.” The govern- 
ment, he notes, was forced later to impose charges 
for medical services in an attempt to reduce the 
fantastic disparity between the budget and expen- 
diture, a disparity of more than 60 per cent in 
the first year. 

Citing these and other particulars, Lord Horder 
makes it clear that he is no friend of the present 
National Health Service. 

In the final section of this little book are dis- 
cussed some of the advances within “the full gamut 
of medicine’s function as I have myself conceived 
it” that Lord Horder has sponsored and worked 
for, but thus far with scant or only partial success. 
They are measures so obviously desirable, so con- 
formable to common sense, if common sense means 
anything good at all, that one wonders why the 
profession and the public, not to mention the law- 
makers, have not risen earlier and more unequivo- 
cally to the challenge. Lord Horder has been dis- 
appointed that more attention has not been given 
to eugenics. He comments that most of the activi- 
ties toward human betterment are focussed on the 
present generation with little thought of the gen- 
erations to come. (Sir Charles Darwin in The 
Next Million Years gives some reasons why this 
attitude is likely to continue.) 

Cremation is another custom the author would 
like to see more generally established. He finds it 
odd “that we of the Cremation Society should 
have had so little support from those who practice 
medicine.” He is encouraged, however, by recent 
statistics. Within the past decade the cremation 
figures in Britain rose from 26,221 to 107,159 per 
annum, while the ratio of cremations to burials 
rose from 4.31% to 17.43%. 

Birth control and noise abatement are two of 
the other means of improving human health and 
welfare in the promotion of which Lord Horder 
has had a large share. “The teaching of, and 
facilities for, contraception, by which a mother 
may space her childbirths, are, even today, only 
supported, as it were sotto voce, by the profession.” 
He speaks of the uphill work of the Noise Abate- 
ment League in which he has also been active. 
From his first postpartum cry the human animal 
has been a noise maker and he has a long way to 
go until he learns, by Lord Horder’s code, that 
“avoidable noise is bad manners” and determination 
to do something about it. When the author visited 
New York City in the interest of noise abatement, 
Mayor LaGuardia notified him that he was sending 
two cops with sirens to escort him to City Hall. 
Lord Horder walked. 

He has tried to get legal sanction for voluntary 
sterilization of the carriers of hereditary disease. 
The Statute Book is still closed. Of the desira- 
bility of legalized euthanasia, on the other hand, 
he expresses “grave doubts.” 

The results of the untiring initiative and plan- 
ning for better medical services that have marked 
Lord Horder’s long life have been crowded within 


the 70 pages of this book. Anyone wishing to make 
a gift to a medical student at his graduation could 
hardly do better than to present him with Fifty 
Years of Medicine that Lord Horder has lived 
and in large part been. 

CBF, 


75 Years or Mepicat Procress. Edited by Louis H. 
Bauer, M.D. (Philadelphia: Lea & Febiger, 
1954. Price: $4.00.) 


This review includes 20 articles by 26 contribu- 
tors, giving a report of developments in various 
branches of medicine during the past 75 years. The 
editor, Dr. Bauer, is Secretary-General of the 
World Medical Association and past president of the 
American Medical Association. He explains in his 
foreword how the compilation of the book came 
about. The First Western Hemisphere Conference 
of the World Medical Association was held in Rich- 
mond, Va., in April 1953. The theme of the confer- 
ence was the commemoration of 75 years of medical 
progress. The papers presented during the meeting 
are here brought together. 

Dr. Bauer well epitomizes the volume: “Who- 
ever reads this book and integrates the information 
in its chapters will have before him a complete 
picture—the picture of contemporary medicine, an 
account of the increasing victories of man in his 
war against disease.” 

Here in compact form (286 pages) we have a 
record of the developments in medicine in all its 
branches during the most fruitful period in medical 
history. 

To name a few of the chapters: Internal Medi- 
cine is represented by Dwight L. Wilbur and Wil- 
lard H. McLain; Obstetrics and Gynaecology by 
Nicholson J. Eastman; Surgery by Alfred Blalock 
and Eric M. Manson; General Practice by Ulrich 
R. Boyner ; Physical Medicine and Rehabilitation by 
Howard A. Rusk; Preventive Medicine and Public 
Health by James S. Simmons. The chapter on Psy- 
chiatry was contributed by Dr. Leo H. Bartemeier. 

C. B. F. 


ProBLeMS OF INFANCY AND CHILDHOOD: TRANSAC- 
TIONS OF THE SEVENTH CONFERENCE. Edited 
by Milton J. E. Senn. (New York: The 
Josiah Macy, Jr., Foundation, 1954. Price: 
$2.75.) 


The Macy Foundation has for some time been 
fathering “interdisciplinary communication” by 
means of symposia. The volume under review has 
issued forth from the seventh conference on prob- 
lems of infancy and childhood. Each of the many 
words put forth has been diligently recorded and 
reproduced with a minimum of editing in order, it 
is stated, to preserve the “informal feeling and 
tempo” of the discussion. Whatever value “spon- 
taneity” and “informality” may possess for a par- 
ticipant in a symposium, it is difficult to discern 
just what advantage a meandering, discursive pres- 
entation is expected to have for a reader. Has one 
not the right to expect organization, succinctness, 
and clarity in a book, for the very reason that it 
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is the product of a more deliberate and planned 
effort ? 

It must be said in the editor’s defense that an 
attempt to summarize or extract the proceedings 

would, regrettably, be a thankless task. Areas of 
common agreement, where they are not platitudes, 
are simply nonexistent. If, at least, the areas of 
disagreement, and the reasons therefor, were clearly 
set forth, the result would still be useful. Unfor- 
tunately, terms are not defined; hypotheses are not 
framed in a fashion that would permit them to 
be tested; and what we are mostly given are state- 
ments of faith. When three well-regarded analysts 
can quarrel over whether a reported bit of weap rd 
is attributable to “repression,” “denial,” “sco- 
tomatization,” the naive reader may well Peiacier 
whether there is a meaningful distinction between 
these terms. This raises the question whether any 
of these formulations is more than an exercise in 
naming what has occurred; that question is not to 
be resolved by citations from Freud. The ultimate 
test of scientific theory is its ability to predict be- 
havior, not merely to “explain” it. 

The discussion of Dr. Caplan’s paper on the emo- 
tional life of children reared in Israeli communal 
settlements may serve as an example. On the basis 
of 4 years of clinical observation, he notes a 
greater frequency, as compared with our culture, of 
signs of emotional disturbance in children under 
5 (enuresis, tantrums, thumb-sucking). But he 
reports a remarkable absence of neurotic and psy- 
chotic difficulties in adolescence and adulthood, even 
under battle conditions. This is all the more strik- 
ing in view of current stress on the severe conse- 
quences of separation from the mothers, for these 
children have been reared from birth in communal 
nurseries and have never resided with their bio- 
logical families, though identified with them. Not 
less striking than these observations are the com- 
ments which they provoke from some of the dis- 
cussants. Speculations are offered to the effect that 
the Kibbutz-reared adults must be “automatons” 
or “emotionally flattened”; they are even compared 
(by one who has no knowledge of them) to Nazis! 
Dr. Caplan’s mild rejoinder is apposite to the 
whole discussion: “I should warn you against try- 
ing to alter the facts, as reported, in order to suit 
a theory. . . . Let us see whether we cannot try to 
understand what is going on... .” (p. 103). 

This volume may be of interest to the student of 
contemporary culture in that it is indicative of a 
recent trend away from the earlier enthusiastic 
applications of psychoanalytic notions to child rear- 
ing. The use of the amputation doll as a toy per- 
mitting catharsis of aggression is specifically 
frowned upon. The recent warnings against pa- 
rental nudity in front of children, formerly recom- 
mended as a tonic against sexual inhibitions, is 
repeated here. And the folly of cavalierly ascrib- 
ing reading disability to repression of sexual curi- 
osity is rather neatly illustrated. But, alas, current 
nostrums are prescribed with no greater humility. 

The problems of infancy and childhood remain 


a perplexing challenge to the student of behavior; 
if this symposium serves any purpose, it makes us 
aware of how far we are from an answer to that 
challenge. Careful revision of conceptual thinking, 
orderly clinical observation, and controlled experi- 
ment, not semantic exercises, are the order of 
the day. 
Ersenzerc, M.D., 
The Children’s Psychiatric Service, 
Johns Hopkins Hospital, 
Baltimore, Md. 


THe Onty Cxuup—A Guide for Parents. By 
Norma E. Cutts and Nicholas Moseley. (New 
York: G. P. Putnam’s Sons, 1954. Price: 
$3.50.) 

This book is written for all parents but especially 
those who have an only child. Psychiatrists who 
are parents will also want to read this book. It 
sets out to discuss the factors most likely to cause 
trouble both in childhood and in later life and 
suggests the practical steps to avoid dangers and 
build a healthy personality. In the United States 
about one couple in 6, of all those who ever have 
a child, has just one. About 1 child in 20 is an only 
child. These figures are for absolute “Onlies.” Of 
course every oldest child is an only child for a 
longer or shorter period. Other children in the 
family, when disparity of ages is great, may have 
the problems of an only child. 

“If a child is to fulfill his emotional need for 
group membership, he must have the satisfaction of 
knowing that he is accepted for himself and as 
himself by his peers. He must weather the storms 
that rise during free play among children: the per- 
sistent teasing, the brutal criticism, the fights, and 
the temporary exclusions. He must learn to com- 
pete for his due share of privileges and of honors. 
He must learn fortitude in the face of pain and 
disappointment, and endurance in the face of difficul- 
ties. He has to find out the values that children, 
like their elders, attach to courage, initiative, and 
generosity. He has to learn to tolerate the idiosyn- 
crasies of others. He has to be a good sport, eager 
to win but able to lose gracefully. He must learn 
“to feel right about other people. . . . The only child 
is likely to be lacking in experience with other 
children, partly because he has no forced association 
with brothers and sisters, and partly because his 
parents get in his way. A few parents do this 
deliberately because they are afraid to let a child 
play with other children.” 

The authors have used the informal case method 
of interviewing parents of only children and the 
children themselves. They have arrived at certain 
conclusions that are presented for the guidance of 
both the parents and the children. 

This book is written in a clear, concise, intensely 
readable fashion that provides information in a most 
pleasurable way. It is recommended reading for any 
parent of an only child, but all parents can profit 


from it. 
Watrter E. Barton, M. D., 
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FemaLe Homosexuatiry. A Psychodynamic Study 
of Lesbianism. By Frank S. Caprio, M.D. 
(New York: The Citadel Press, 1954.) 


If Karl M. Bowman had not supplied an intro- 
duction to this book, one would be somewhat hesi- 
tant to state what might recommend it. It is not 
a bad book. Nor, however, is it a good book. It 
is, rather, a not-too-brightly-flickering sign of the 
times. Ours seems to be an age of trigger-fast- 
produced enlightenment on many subjects, and 
when it comes to sex the light seems to be so glar- 
ing that sexual psychology, sexology, sociology of 
sexual behavior, and plain sexual technology be- 
come all confused into one mass or even amorphous 
mixture of naturalistic conservatism, philosophic 
positivism, sexological sentimentality, and (last, not 
least) a kind of rationalized sensuality and pseudo- 
psychonanalytic therapeutic utopianism (with re- 
gard to female homosexuality in this instance). 

In this book we find evidence of the postwar 
habit of calling everything, from anti-Semitism to 
homosexuality, a neurosis. Consequently, female 
homosexuality is viewed exclusively as a neurosis. 
There is also the silent but seemingly incontroverti- 
ble assumption that all neuroses are curable; there- 
fore, female homosexuality is curable. Then, there 
is the naive assumption (abandoned by most clini- 
cians almost 30 years ago) that if the given indi- 
vidual wants to get well the greatest part of the 
therapeutic battle is won. Of course one must want 
to be cured, but how about those who consciously 
want to be cured and unconsciously tend in the op- 
posite direction, so that whenever a step forward 
seems to be made, or is expected, in therapy, the 
therapist is suddenly confronted with what is known 
as “the negative therapeutic reaction.” In other 
words, the patient gets worse at the very time when 
our theory and practice expect a turn for the better. 

The literature on the therapeutic results in cases 
of homosexuality (manifest, of course) in women 
is scant—but whatever there is would not justify 
Dr. Caprio’s optimism. One must regret that the 
authorities which the author invokes, such as Beran 
Wolfe, are really dead scientifically and were of 
light specific gravity when they were alive, floating 
easily on the surface of sea of sexual verbiage of 
some 2 or 3 decades ago. 

The book is dedicated to Kinsey. Like Kinsey, 
Dr. Caprio would wish to have our laws against 
homosexuality changed in favor of the homosexual. 
In principle this is a laudable wish. Whenever we 
can, we ought to change the laws which by means 
of purely punitive measures try to control or change 
purely biological, psychological or sociological phe- 
nomena. However, if we are to plead for a rational 
change of the laws concerning homosexuality, a 
very careful consideration ought to be given to the 
various types of homosexuality. There is an enor- 
mous psychological and sociological difference be- 
tween the so-called confirmed homosexual and the 
one who “specializes” on seducing youngsters, or 
between the homosexual who is also a transvestite 
and the one whose unconscious conflicts are so 
deeply buried that his conscious inner life is noth- 
ing more than an almost serene acceptance of his 


sexual deviation as that of a “superior degenerate” 
(a term the use of which is ascribed to Moebius— 
not in connection with homosexuality, however). 

To plead the legal cause of all homosexuals is to 
plead the cause of permissive sensuality regardless 
of the social and moral implications and conse- 
quences. In this respect Dr. Caprio seems to make 
the same mistake as Kinsey when he turns to or 
against the laws which concern homosexuality. As 
I have said, the law should not interfere with our 
private lives, nor take over the role of moral 
guide—but the abolition of certain laws, even 
though such an abolition might be desirable under 
certain circumstances, is hardly the cause to be 
given priority in a serious study of homosexuality. 

Such a study is as yet to be made. The present 
book lacks uniformity of method and consistence 
of clinical approach. On one hand the author states 
that homosexuality (in women as in men) is a 
stage of development. On the other, he states that 
it is not a physiological but a sociological phe- 
nomenon. 

The most striking feature of the book is the ab- 
sence of consideration of love and its role in the 
life of people in general and homosexuals in particu- 
lar. Like Kinsey, he seems either to leave love out 
of consideration or merely to equate it with sexual 
gratification. If this were true no books of any 
kind on any subject would be required—none would 
have been written. 

It is a pity that conscious and unconscious homo- 
sexuality are frequently confused by Dr. Caprio. 
It is also a pity that he, like so many writers of 
today, does injury to history and injustice to scien- 
tific perspective by presenting an extremely super- 
ficial collection of theories and names. Freud is 
given scarce 2 pages, and Bergler equal space with- 
out any real explanation. Man‘ sazza—only a 
few lines, although Mantegazza was probably the 
most prolific and most emphatic writer on this sub- 
ject or ars erotica in general. Krafft-Ebing—a few 
lines. The relationship of homosexuality to crime 
and delinquency is merely stated, without a word 
of real analysis—yet such an analysis would prove 
more enlightening to the psychiatrist and to the 
interested layman than the lurid details of how 
some madams in brothels practice the tradition of 
Lesbos in the various settings of our time. 

Grecory M. D., 
New York City. 


KLINIK DER AUGENSYMPTOME BEI NERVENKRANK- 
HEITEN (Ein LeITFADEN FUER DIZ PRAXIS). 
Eye Symptoms in Nervous Diseases (A Man- 
ual for Practice). By Werner Kyrieleis. (Ber- 
lin: Walter De Gruyter, 1954. Price: DM 
32. —.) 

This book is, as the subtitle indicates, a manual 
for quick orientation and consultation. It describes 
in the first part: “Eye Symptoms in Nervous Dis- 
eases,” the sensory and motor disturbances of the 
eyes and their neurological significance for diag- 
nosis and localization. The second part: “Nervous 
Diseases with Eye Symptoms” correlates the eye 
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manifestations with other symptoms and signs of 
nervous disorders. 

The author, professor of ophtalmology at the 
University of Marburg/Lahn, emphasizes the im- 
portance of a detailed examination of the eyes as 
a means for detecting early signs of nervous dis- 
eases; he stresses, rightly, the usefulness of the 
often neglected perimetry. He gives many impres- 
sive examples of the early diagnostic and therapeu- 
tic significance of such signs. 

The book covers shortly the whole field with the 
double approach, in a clear language, and with a 
number of good illustrations. It avoids any discus- 
sion of controversial material and refers for further 
study to handbooks, such as Bumke-Foerster or the 
classical Wildbrand-Saenger. There is no bibli- 
ography but a good, exhaustive index for cross- 
reference. 

The reviewer believes that the book is, as the 
author says, useful not only for the general practi- 
tioner, but also for the neurologist and ophtalmolo- 
gist as well as the medical student. It can help 
to evaluate a single sign, or at least show where 
and how to look for further signs to arrive at a 
diagnosis. 

D. Annau, M. D., 
Kings Park, N. Y. 


CONTRIBUTIONS TOWARD MepicaL PsyYCHOLocy. 
Edited by Arthur Wieder, Ph. D. (New York: 
Ronald Press, 1954. Price: $12.00.) 


The assignment to review two volumes (845 
pages) is a rather formidable task in view of the 
fact that 53 people are the authors. Of these con- 
tributors, 17 are physicians, well known as psy- 
chiatrists, or closely associated with the clinical 
practice and research basic to the development of 
psychosomatic medicine, and illuminative for psy- 
chiatry and clinical psychology. Most of the other 
contributors are likewise prominent in psycho- 
logical circles as professors in teaching and re- 
search, or as clinicians and consultants, a few 
having responsibilities in all three areas. 

Volume I, after some bowing and scraping, one 
to the other, by the proponents of psychiatry and 
psychology, attempts to explain to medical students, 
interns, residents, nurses, and social workers the 
role of psychiatry in medicine. We are sure that 
an attempt to describe what a physician is and what 
he does, in one brief chapter, would be just as diffi- 
cult for the most erudite of the profession, as it 
was for Dr. Ellis, a psychologist, to do in regard 
to psychologists. Perhaps his emphasis on the 
dynamic psychoanalytic psychology of Freud and 
some of his followers is sufficient introduction to 
the topic, since the writers of the second volume 
can speak for themselves. Each succeeding chapter 
in Volume I should at least give the reader an ink- 
ling of the complexities involved in the study of 
personality and behavior patterns as related to the 
deviations seen in health and disease. We were 
glad to see a chapter by Dr. Margaret Mead, the 
anthropologist, concerning the impact of cultural 
forces on personality and its implications for psy- 


chosomatic medicine. Both physicians and psy- 
chologists (we have found) are apt to lose sight 
of the human race in their delving for causes and 
effects in the individual. 

With the first volume as background, and Dr. 
Wieder’s chapter on concepts of psychodiagnostic 
tests, for orientation, the reader is presented with 
the tools and procedures psychologists may use to 
observe, measure, and evaluate various aspects of 
human behavior and function from the cradle to 
the grave; that is, from the developmental progress 
of the infant to the intellectual impairment of the 
aged, as well as those afflicted by somatic and 
mental disease. 

Standardized tests of intelligence, personality 
traits, interests, and vocational preference, although 
well described by their authors, occupy a position 
in this volume subordinate to those techniques 
known as projective. One is left to infer that while 
psychometrics may be useful! in certain situations, 
projective tests, revealing both structure and func- 
tion, and the deeper, unconscious layers of person- 
ality, provide the physician with more important 
material for diagnosis and therapy. This is well 
illustrated in the last chapter, “Psychodiagnostic 
Methods at Work: The Case of Gregor.” Results 
of one intelligence and 7 projective tests are given 
in detail. Although the material is said to be a 
much shortened summary of the original presenta- 
tion, here are 40 pages presenting test responses and 
interpretations concerning one patient. This must 
represent at least as many hours of psychologists’ 
time in giving, scoring, analyzing, and interpreting 
the tests. While it shows what can be done with 
projective tests, any psychiatrist, or clinical psy- 
chologist worth his salt, could arrive at the same 
conclusions (and would have to do so in many 
clinics) in very much less time than was spent on 
this case. After reading the chapter, the intern, 
be he physician or psychologist, should read again 
Dr. Wieder’s cautions in the use of projective tech- 
niques in Chapter XIX. 

We believe Contributions Toward Medical Psy- 
chology will be very useful as reference mater‘al 
for those groups for whom it was written. We 
noted several typographical errors in the case study 
which should be corrected for the benefit of readers 
unfamiliar with the Wechsler Bellevue Intelligence 
Scale, namely, the Verbal and Full Scale IQ’s of 
98 and 150 should, we believe, read 93 and o8 
respectively, according to the manual we have at 


hand. 
Epna Gorpon, M.A., 
Henry Ford Hospital 
Detroit, Mich. 


Geriatric Mepicine: Mepicat Care or Later Ma- 
turiry. Third Edition. Edited by Edward J. 
Stieglitz, M.D. (Philadelphia: J. B. Lippin- 
cott, 1954.) 


It is some mark of the times and of the concern 
of our society in general, and of medicine particu- 
larly, for the care of aging persons that this text. 
should reappear so soon, revised and expanded. 

The book reflects faithfully the emphasis that 
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medicine in general has been placing on the various 
aspects of the care of an aging population. The 
general plan of the book remains the same as in 
the last edition in 1949. Two new chapters have 
been added; one by Irene Beland, on Geriatric 
Nursing, and the other by Dr. Stieglitz, on Mental 
Hygiene in Later Maturity. There has been some 
revision by the deletion of material not directly 
pertinent to geriatric medicine. 

This is not a textbook of general medicine, but 
in 42 chapters and 718 pages it presents material 
from authorities in the fields of special reference, 
such men as Piersol, Irving Wright, Hobart Rei- 
man, Oscar Kaplan, Winfred Overholser, Chester 
Keefer, and Anton Carlson, to mention a few. The 
editor, Dr. Stieglitz, contributes 6 chapters. In 3 
of these he describes with thoroughness and sym- 
pathetic understanding the psychological predica- 
ment of the aging person in our culture. His new 
chapter on Mental Hygiene points out the sources 
of predictable psychological stress which should be 
anticipated and in discussion illustrates the types 
of stress and the need for protective preventive edu- 
cation and guidance. The editor early formulates 
the principles of geriatric medicine and the orienta- 
tion of this book: to improve the care and guidance 
of aging people especially by anticipation of dis- 
orders, their prevention and/or early correction. 

On the generally descriptive level this book is 
an excellent source of information for the physician. 
It’s usefulness to the psychiatrist rests particu- 
larly on the wide range of medical sources from 
which the contributions for an understanding of the 
whole problem of the aging come. R. T. Knight’s 
discussion of Geriatric Anesthesia, for example, is 
an illuminating presentation of the physiological 
and pathophysiological processes involved in the 
use of drugs and anesthetics in the aging. The 
predictable dangers of anoxia, for instance, cannot 
be sufficiently appreciated now when we are still 
admitting to psychiatric hospitals patients with 
chronic organic reactions of severe degree following 
pentothal anesthesia for major surgery in later, and 
not so late maturity. 

Less obvious are the areas in which this valua- 
ble volume might be further improved. One notes, 
though, the editor’s express emphasis, when dis- 
cussing mental hygiene, on reciprocal psychosomatic 
reactions, as meaning that all somatic happenings 
have psychic repercussions in the same way as 
purely psychic states influence the body. The chap- 
ter on Mental Diseases provides an opportunity to 
apply this principle. Instead here one meets again 
in the discussion of “Involutional Psychotic Reac- 
tion” the uncritical acceptance of this concept as 
implying an etiology in involution and a “clear cut 
type of personality make up.” Passing reference is 
made to arteriosclerotic changes but only as ex- 
plaining any chance clouding of consciousness. 
More specific consideration is desirable here of the 
import of psychological factors, for the depressions 
in the aging period, as well as of the significance 
of somatic changes consequent to decreased cerebral 
blood flow. 

There are very few points in this book about 


which the psychiatrist would be critical. One might 
be found in the particular psychosomatic orienta- 
tion to the various disease entities which describes 
specific personality types and profiles. For ex- 
ample: “The hypertensive personality is active, 
aggressive and enthusiastic” (p. 458). Aside from 
the now familiar question whether the personality 
profiles used in psychosomatic research are worth 
anything at all, the reviewer suggests that much 
more useful here would be some description of the 
psychopathology which is to be expected in this 
important disorder, especially the early and less 
obvious effects of brain damage in hypertension. 
These usually have led to considerable impairment 
of adaptive capacities with intellectual and affective 
personality changes by the time cognizance is 
taken of the patient’s predicament. 

The present volume’s orientation toward psycho- 
therapy in general can best be brought out by 
quoting from the section on treatment of hyperten- 
sion: “The physician can accomplish much by tact- 
ful but thorough exploration of mental conflicts. 
Formal psychoanalysis is rarely, if ever, necessary. 
Continued worry and fatigue are probably the most 
common provoking factors.” The reviewer is doubt- 
ful of the value of such a formulation. Disappoint- 
ment for the psychiatric reader lies in this over- 
valuation of conscious factors, as in worry and 
fatigue, in obesity (“the patient must be told she 
is eating too much”), in the psychological trauma 
of the menopause, in the anxieties of the mature 
years in general. The book, however, is intended 
as a summary of the general subject of geriatric 
medicine and as such is to be highly recommended. 

Wutuiam A. Harvey, M.D., 
Institute of the Pennsylvania Hospital, 
Philadelphia, Pa. 


THe GRAPHOMOTOR PROJECTION TECHNIQUE: CLINI- 
CAL Use AND STANDARDIZATION. By Samuel B. 
Kutash, Ph. D., and Raymond H. Gehl, M.D. 
(Springfield: Charles C. Thomas, 1954. Price: 
$3.75. Toronto: Ryerson, 1954. Price: $4.00.) 

This monograph is a manual for administering, 
scoring, and interpreting a new projective tech- 
nique (method of personality study), a special 
feature of which is inclusion of both verbal and 
nonverbal performance. An interesting aspect of 
the technique is the use of a blindfold, which the 
anthors believe enables a subject to confront him- 
seli and be receptive to prompting from within. 

Contents of the volume include the actual tech- 
nique of administration and scoring, historical back- 
ground and theory, a comparative study of schizo- 
phrenics and normals, clinical use of the technique, 
and clinical illustrations. 

Justification for the addition of another projec- 
tive technique to the increasingly large number of 
such psychodiagnostic tools is in claims of sim- 
plicity in administration and ability to yield dy- 
namic material directly applicable in both psycho- 
diagnosis and psychotherapy. The authors believe 
their method less liable to evoke conscious censor- 
ship and application of previous learning problems 
than the more structured techniques now in use. 
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It would seem from reading this manual that a 
psychodiagnostic tool of real merit has been added 
to the armamentarium of the clinical psychologist. 
Only application of the method over an extensive 
period, to a wide variety of cases, can determine 
its clinical value. 

Marion Font, 


THEORY AND OF ADOLESCENT DevEeLopP- 
MENT. By David P. Ausubel, M.D., Ph. D. 
(New York: Grune & Stratton, 1954. Price: 
$10.00.) 


Dr. David Ausubel, who is at the Bureau of Edu- 
cational Research at the University of Illinois, has 
written this scholarly book from his background of 
both medicine and psychology. He has taken the 
vast amount of material available on this age group 
and integrated it into a psychology of adolescence. 
He tells of the fate of G. Stanley Hall’s earlier at- 
tempt to explain everything on a biological basis 
without taking account of the tremendous forces 
of cultural difference. Then the pendulum swung: 
adolescent conflict was believed to have no biologi- 
cal basis but was essentially a cultural problem. We 
can be grateful to the author for debunking one of 
the implications that followed this swing, namely, 
that adolescent instability in our culture is chiefly 
attributable to culturally determined frustration of 
physiological sex drives. 

Dr. Ausubel’s thesis divides the emphasis in the 


problems of adolescent development between bio- 
logical factors, cultural factors, and an additional 
factor—the change in the biosocial status of the 
child. 

He discusses the physiological development, go- 
ing into detail about the functions of the glands and 


their effects. He discusses the psychological stress 
that can be the result of irregular and unusual 
growth patterns in the status-conscious adolescent. 

There are chapters dealing with personality ma- 
turation during this period, parent-child relation- 
ships, moral and religious development, intellectual 
growth, and interest patterns. The peer group is 
discussed as especially important to the adolescent 
who is maturing physically but is refused status in 
adult society. He therefore creates a society of his 
own. Under “school problems” he emphasizes the 
need for vocational guidance at the secondary 
school level. Children are forced into making voca- 
tional choices too early and on too little data, with 
resulting frustrations in later life. The final section 
deals with behavior disorders, delinquency, mental 
hygiene, and guidance. 

On the whole, the author’s conclusions agree with 
one’s clinical judgment. Sometimes we wonder why 
he is so cautious in his conclusions. For example, 
he says on page 232: “Some evidence indicates that 
the parents of delinquent adolescents are less affec- 
tionate, solicitous, and accepting than the parents of 
non-delinquents.” 

The book is intended as a text for the advanced 
student or as a reference work for professional 


workers in child development, clinical psychology, 
social work, nursing, pediatrics, psychiatry, guid- 
ance, and education. Illustrative material is omitted 
because it is “all too frequently accepted as evidence 
rather than examples.” We find this regrettable as 
a few live Mary’s and Tommie’s would have added 
both to the readability and the clarity. 

The extensive bibliographies at the end of each 
chapter should prove valuable to the serious student 
of the adolescent. 

Barsara J. ASHENDEN, M.A., 
The Johns Hopkins Hospital. 


PepiaTric ProsLems IN CLINICAL Practice. Edited 
by H. Michal-Smith, Ph. D., with Fourteen 
Contributors. (New York: Grune & Stratton, 
1954. Price: $5.50.) 

With its stated topic: The rehabilitation of the 
handicapped child, and with its notable list of con- 
tributors, this volume holds the promise of more 
rewarding reading than it provides. Each of the 
authors seems to have conceived of the potential 
audience in different terms and the editor has as- 
signed subjects in some instances so general that 
their exposition becomes superficial. The failure to 
bring purpose and readers into a more consistent 
relationship obscures the several excellent contribu- 
tions to be found in these pages. 

Lennox presents a vigorous and stimulating chap- 
ter on epilepsy. One respects throughout this ar- 
ticle a persuasively argued individual viewpoint, but 
one which indicates where, and briefly why, other 
authorities differ. The section on mental retarda- 
tion, written by the editor, rather adequately repre- 
sents the contemporary understanding of the prob- 
lem. One would hesitate to accept his contention, 
however, that tt mothers should be ad- 
vised of the possible untoward effects of complica- 
tions of pregnancy on the unborn infant. It is one 
thing to point out the hazards of rubella when pro- 
phylactic abortion is being recommended, but when 
no action is contemplated, warnings of possible dan- 
ger can only increase anxiety and impair function. 

Goldsteen contributes a meaty article on the 
“brain-injured child.” The chapters on the “al- 
lergic child” and “the tuberculous child” by Ratner 
and Cayle, respectively, conclude that the main psy- 
chotherapeutic burden must fall on the internist 
rather than the psychiatrist (except in cases of 
marked personality deviation). The successful 
treatment of the “patient as a whole” requires 
“treatment as a whole,” a lesscn that sometimes 
escapes us in this age of super-specialization. 

It may seem picayune to cavil at terms, but chap- 
ter headings such as “The Cerebral Palsy Child” 
and “The Cardiac Child,” whether or not they are 
sanctified by common usage, constitute an offense 
to literacy. Indeed, throughout one would have 
preferred “The Child With ——” to the form em- 
ployed, “The —— Child,” since it puts the empha- 
sis on the unique response of the individual rather 
than assuming a uniformity in children similarly 


afflicted. 
Leon Ersenserc, M.D., 
The Johns Hopkins Hospital. 
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Tue Bane or Druc Appicrion. By Orin B. Yost, 
+ (New York: Macmillan, 1954. Price: 
00.) 


The underlying and ostensible causes of drug 
addiction as well as the social factors involved are 
convincingly set forth in this book. Some interest- 
ing case histories are cited in considerable detail 
to show how and why certain neurotic or psycho- 
pathic people become addicts and the struggle their 
families and physicians have to keep narcotics away 
from them and to cure them. A chapter is devoted 
to the general principles involved in treatment. 

The whole range of depressant drugs, including 
alcohol and stimulant drugs such as cocaine and 
benzedrine, are mentioned by the author as addict- 
ing drugs but the book deals chiefly with opiate, 
demerol, and barbiturate addiction. A good account 
of barbiturate withdrawal symptoms is given. 

Unfortunately the good features of this book are 
marred by excursions into social aspects and social 
controls of drug addiction. Jn these excursions the 
author puts his extensive medical knowledge be- 
hind him and gets beclouded by the muddy waters 
of a periodic wave of public hysteria about drug 
addiction. We are told that “drug addiction is one 
of the deadliest evils menacing our civilization to- 
day,” and that the number of addicts “is legion.” 

His concern here is mostly with opiate addiction, 
especially heroin addiction. He dwells on the recent 
“teen-age epidemic” of heroin addiction. He knows 
(medical section) that the chronic addicts owe their 
addiction to emotional maladjustment, but he would 
segregate them permanently in institutions. 

He does not say what he would do with the 
9,000,000 maladjusted persons in the United States 
who are not addicts. He would make the auti- 
narcotic laws stronger (a seller may now get 20 
years imprisonment). He would include the bar- 
biturates in the anti-narcotic laws, a measure which 
in the reviewer’s opinion would be a major health 
and social tragedy. 

This otherwise good book may have been spared 
some of the erroneous inferences that may be drawn 
from it if the author had known that in a previous 
epidemic of drug addiction, it was widely pro- 
claimed that there were 17,000 heroin addicts 
among the school children of one section of a large 
city all manically and helplessly bent on making 
addicts of their fellow students, but on investigation 
the authorities could not find one of these addicts. 

There is a drug addiction problem here, includ- 
ing some teen-age addiction in a few of our large 
cities but it is a part of the much larger mental 
health problem. The police angles of it are being 
well taken care of under adequate narcotic laws. 

It is well for people inclined to get alarmed about 
the drug addiction problem to take a look at chronic 
alcoholism which probably causes several thousand 
times more harm to the health and social order of 
the country than drug addiction, without being a 
menace to civilization. 

Lawrence Kors, M. D., 
Washington, D. C. 


SENTENCE CoMPLETION: A Prosecrive METHOD FOR 
THE Stupy oF Personauiry. By James Quinter 
Holsopple and Florence R. Miale. (Spring- 
field: C. C. Thomas, 1954. Price: $5.50.) 


A new version of the Sentence Completion 
Method, already familiar to clinical psychologists 
as a projective technic, is now presented by the au- 
thors as a “sharp and powerful” clinical tool. The 
value of this tool would seem to depend upon the 
clinical insight and skill of the individual examiner. 
The authors’ premise is that the individual ex- 
aminer is a component of this technic to such a 
degree that its reliability and validity cannot be 
assessed apart from that of the examiner. 

It is stated that “competent clinicians” can begin 
to use this sentence completion test after only a 
few hours of training—in contrast to the time re- 
quired to master the more intricate Rorschach; and 
it is claimed that this technic yields data which 
clarify or confirm indications from other projec- 
tive tests. 

The 13 cases presented to illustrate the use of the 
sentence completion method are interesting. One 
questions, however, certain statements and inter- 
pretations. In the opinion of this reviewer, the 
method seems to offer its greatest promise to the 
experienced clinical psychologist who uses it in 
conjunction with the very technics (Rorschach and 
T. A. T.) which require extensive clinical train- 
ing and experience. There seems such latitude 
offered for individual interpretation, that it might 
be a dangerous weapon in the hands of students 
who have not had thorough training in projective 
methods. 

Marion McKenzie Font, 
Ochner Clinic, 
New Orleans, La. 


Tue INTEGRATION oF BeHaviorn, Votume II: THe 
INTEGRATIVE Process IN Dreams. By Thomas M. 
French, M.D. (Chicago: University of Chi- 
cago Press, 1954. Price: $6.50.) 


In the second volume of this projected 5-volume 
treatise on the integration of behavior, Dr. French 
seeks to expand and illustrate his basic postulates 
through the painstaking scrutiny of a patient’s 
dreams. It cannot be understood or reviewed prop- 
erly, independently of the preceding volume. Al- 
though the study merits careful attention as the 
work of a serious and constructive thinker who has 
new insights to impart, reading the work requires 
undue attention because of the author’s difficulties 
with written communication, which are even more 
troublesome than in the first volume. 

Dr. French is interested in the integrating pat- 
tern of a life and the basic unresolved conflicts that 
furnish the pattern, and how these enter into the 
formation of the dream. He does not follow asso- 
ciations that lead from the manifest to the latent 
content of the dream. Instead, the dreamwork is 
studied as a reaction to the total situation created 
by the dreamer’s conflict. He seeks the areas of 
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resonance among the various meanings of the 
dream, as “intuitively” perceived by the therapist, 
to reach the “logical structure” of the dream. This 
“cognitive structure” helps disclose the dreamer’s 
focal problem and seeks to bring it within the span 
of his integrative capacity and is concerned with 
a “hierarchy of plans for achieving an end goal.” 
The approach has considerable merit, but when a 
useful approach is expanded into a complete theo- 
retic system, the deficiencies are marked. 

Although Dr. French utilized a variety of psy- 
chologic theories for achieving his basic postulates, 
the work is isolated from related clinical efforts. 
There is no reference to psychoanalytic ego psy- 
chology, though in a general sense this too is a 
type of ego psychology. It might also be suggested 
that Dr. French’s approach to the study of dreams 
is basically related to the use of projective tech- 
niques by psychoanalytically trained psychologists. 
The dream is interpreted to reveal the basic in- 
tegrative pattern of the dreamer, his needs and 
aspirations, and his manner of dealing with con- 
flict. The insights gained from one dream can be 
checked and amplified through the study of other 
dreams, even as the projective tester extracts in- 
sights from a single test and validates and elabo- 
rates from responses to other test data. Although 
French believes that working with the associations 
to the manifest content produces primary process 
material as an artifact, he does not seem to realize 
that his “common sense” insights into the meaning 
of dreams rest upon the cumulative efforts of a 
generation of psychoanalysts with associations to 
dreams; and that his illustrative material contra- 
dicts his denial of the primary process. 

A proper critique of the theory would require 
a thorough reappraisal of the first volume. This 
second volume is essentially an illustration of how 
his concepts are derived and a demonstration of 
their validity. The selection of the case for such 
purposes was most unfortunate. It is extremely 
puzzling that French should focus his intensive 
study upon an unusually poor analysand, known 
only through the reports of a colleague, and whose 
analysis made little progress and was prematurely 
interrupted. Few dreams are reported with the 
richness and complexity of the original and are but 


fragments or highly censored, dry residues. Such 
material can be useful in therapy but scarcely can 
serve as basic data for a comprehensive study of 
the integrating process in dreams. The validity of 
the interpretations cannot be judged in terms of 
increasing insight, progression of the dream ma- 
terial, or even through movement in the analysis, 
for little seems to have occurred therapeutically. 
Although Dr. French repeatedly stipulates that the 
first step in the study of the dream lies in finding 
the focal problem of the dreamer as reflected in 
present circumstances, the patient appears to have 
been prevented by the analyst from introducing 
current concerns. Although many interpretations 
seem to hit the mark, they are often intellectualiza- 
tions, useful in understanding basic patterns of 
conflicts but not for advancing therapy. They 
suffer from being interpreted abstractly for theo- 
retic reasons rather than through interaction with 
a patient. Some crucial interpretations seem forced 
and impressed the reader as being Dr. French’s and 
not the patient’s, missing the critical issues in 
which the patient is involved. Much of such work 
with dreams resembles the use of projective tech- 
niques in being dynamically diagnostically oriented 
rather than therapeutically useful. This is a valid 
use of dreams but a very limited one. 

Taken by itself, the book is of interest in pro- 
viding an opportunity to follow the most intensive 
study ever published of a patient’s dreams, but it is 
far from the richest. The limited type of dream 
that is studied and the limited approach to the 
study gives a relatively barren picture, deprived 
of the advantages of one of psychoanalysis’ most 
significant contributions to the scientific study of 
the personality. Quite aside from theoretic con- 
siderations, Dr. French has been unable to illustrate 
his insights properly because of the odd selection of 
his case. This is provoking, because there are 
sufficient indications that he has a significant con- 
tribution that he is struggling to clarify and his 
difficulties in imparting his insights might have 
been alleviated by appropriate illustration. 

Tueopore Linz, M. D., 
Yale University 
School of Medicine. 


ETHIC 


We make daily great improvement in natural, but there is one I wish to see in moral 
philosophy; the discovery of a plan, that would induce and oblige nations to settle their 
disputes without first cutting one another’s throats. 


—BENJAMIN FRANKLIN 
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a major advance in 


Psychiatric Treatment 


*‘Thorazine’ is useful in controlling anxiety, tension, agitation, 
confusion, delirium, or hostility, whether occurring in schizo- 
phrenic, manic-depressive, toxic, or functional states. 
“There is no evidence that large doses [of “Thorazine’] impair 
higher mental functions as is the case with sedatives and central 
nervous depressants . . . Intelligence, memory and judgment are 
intact, indeed are often strikingly improved in most psychotic 
patients ... As much as 2000 mg. a day [of “Thorazine’] has been 
given though the average requirement is about 400 to 600 mg. 
per day.” 

Kinross-W right, V.: Postgrad. Med. 16:297 (Oct.) 1954. 


‘Thorazine’ Hydrochloride is available in 10 mg., 25 mg., 50 mg. 
and 100 mg. tablets; 25 mg. (1 cc.) and 50 mg. (2 cc.) ampuls; 
and syrup (10 mg./5 cc.). 


Additional information on “Thorazine’ is available on request. 


Smith, Kline & French Laboratories 


153¢ Spring Garden Street, Philadelphia 1 


* Trademark for S.K.F.’s brand of chlorpromazine. 
Chemically it is 10-(3-dimethylaminopropy])-2-chlorphenothiazine. 
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ELIMINATE THAT 
“BARRED” LOOK 


USE WINDOWS THAT CREATE A 
HEALTHFUL HOMELIKE ATMOSPHERE 


With the Fenest-a* Psychiatric Package 
Window unit there is nothing to sug- 
gest restraint. The protection is where it 
should be—in the window’s design, and 
in its covering screen. 

Besides the steel window itself, the 
Fenestra Psychiatric Package Window 
unit includes steel casing, operating 
hardware (bronze adjuster handle is re- 
movable), and the choice of three spe- 
cialized, flush-mounted, inside screens: 
(1) A Detention Screen for maximum 
restraint. The finest stainless steel mesh 
is attached to strong, concealed shock 
absorbers. (2) A Protection Screen, 
without shock absorbers, for less dis- 
turbed patients. (3) An Insect Screen for 
windows in nonrestraint areas. All three 
screens, of course, serve as insect screens. 

Designed for the protection of the pa- 


tient, the Fenestra Psychiatric Package 
Window has no projecting parts to en- 
courage climbing. There are no sharp 
corners. The patient cannot get at the 
glass. All-weather ventilation is con- 
trolled without touching the screen. 
Window is washed inside and out, from 
within the room. 

To eliminate maintenance-paint- 
ing, Fenestra Windows are available 
Super Hot-Dip Galvanized, from Ameri- 
ca’s only plant specifically designed for 
hot-dip galvanizing of steel windows. 

Only Fenestra completely fabricates a 
window unit of this type. For complete 
details, call the Fenestra Representative, 
listed in your classified telephone direc- 
tory, or write Detroit Steel Products 
Company, Dept. AJ-5, 2276 East Geand 
Blvd., Detroit 11, Michigan. 


PSYCHIATRIC 


Architectural, Residential and Industrial Windows 
Metal Building Panels « Electrifloor* Roof Deck é PACKAGE 
Hollow Metal Swing and Slide Doors WINDOWS 
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the nervous, 
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em otionally unstable: 
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rp Ol (Pure crystalline alkaloid) 


TRADEMARK FOR THE UPJOHN BRAND OF RESERPINE 


Each tablet contains: 

Reserpine ... 
or 0.25 mg. 
or 1.0 mg. 

Supplied: 

Scored tablets 

0.1 and 0.25 mg. in bottles of 100 

and 500 
1.0 mg. in bottles of 100 
The Upjohn Company, Kalamazoo, Michigan 


100 Compressed 


Reserpoid” 0.25 mg. 
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It’s well past midnight. Again. 
And still her night keeps 
ticking away: no sleep... no 
rest... no sleep... no rest. 

If she were your patient, you’d 
relieve her insomnia with — 


short-acting NEMBUTAL 


A dose of only %4 to 1-gr. 

is enough to erase anxiety, 
worries, tension. And to induce 
drowsiness, followed by 
refreshing sleep. With short- 
acting NEMBUTAL, there is 
little drug to be inactivated, 
short duration of effect, wide 
margin of safety and little 
tendency toward morning-after 
hangover. Which is why: 

in equal doses, no other 
barbiturate combines quicker, 
briefer, more profound effect. 


® (PENTOBARBITAL, ABBOTT) 
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proved therapy in alcoholism 


brand of DISULFIRAM (tetraethylthiuram disulfide) 


“, .. the most important advance in the 
medical management of chronic alco- 
holism has been the advent of disul- 
firam (‘Antabuse’),” according to 
Feldman and Zucker in J. A. M. A, 
November 7, 1953. They found that, 
“the reality of the disulfiram-alcohol 
reaction helps many patients avoid that 
first drink and provides a built-in cool- © 
ing off period during which they cannot 
run blindly and self-destructively away 
from their fears and troubles.” 
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Accuracy of the Dynograph recorder with over seven centimeters 
excursion; with a response speed of better than | /120th second. 


Accuracy of the Dynograph amplifier which practically eliminates 
blocking, gives more faithful amplification of slow transients. 


Accuracy of all power-line operation, giving improved stability, 
constancy of performance. 


Accuracy of simplified controls, preset electrode selector (four 
controls instead of forty) minimizing the chance of erroneous 
settings. 


Accuracy of precision workmanship, precision design, precision 
inspection. 


Write for complete literature. 


OFFNER ELECTRONICS INC. 
5312 N. Kedzie Ave., Chicago 25, U.S.A. 


West Coast Representative: Roland Olander and Company New England Representative: William Tunnicliffe 
7225 Beverly Blvd., Los Angeles 36, California 11 Orient St., Winchester, Massachusetts 
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NICOZOL relieves senile psychoses and cerebral arteriosclerosis, including 
mild loss of memory, mental confusion and deterioration, and 
abnormal behavior patterns. 


Rehabilitation and release from public 
and private psychiatric institutions 
treating such disorders is possible. 


NICOZOL has been proved* safe 
and simple, as well as practical 
and inexpensive, and may be 

used with confidence to treat 
ambulatory cases. 


*Reterence: Levy, S., Pharmacological Treatment of Aged Patients 
in State Mental Hospitals, J.A.M.A., 153:14, Pages 1260- 
1265, Dec. 5, 1953. 


Visit our booth No. 80 at the 
Available in capsules and elixir - ask your pharmacist. Convention of The American 


s les 4 lit t it glad? Psychiatric Association, Atlan- 
be tic City Auditorium, Atlantic 
City, May 9-12. 


DRUG 
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Have you ordered 


these new and important 


Blakiston books in psychiatry 


Just Published! ANXIETY AND STRESS 


An Interdisciplinary Study of a Life Situation 


By HAROLD BASOWITZ, Pu. D., Research Clinical Psychologist; HAROLD 
PERSKY, Pu. D., Director, Laboratory of Biochemistry; SHELDON J. KORCHIN, 
Pu. D., Director, Laboratory of Psychology; and ROY R. GRINKER, M.D., 
Director of the Institute. All of the Institute for Psychosomatic and Psychiatric 
Research and Training, Michael Reese Hospital.—Coordinating the techniques of 
psychiatry, psychology and biochemistry, the authors present a report on the prob- 
lem of anxiety of normal, healthy men as encountered in a real life situation—para- 
troop training. To our knowledge, this is the first time that a multidiscipline team 
has presented a totally integrated investigation of this scope. The methods used 
may well be held up as a model for research teams in other fields. 

309 pages, 6 x 9, 47 illustrations, $8.00 
Just Published! 


Aldrich’s PSYCHIATRY FOR THE FAMILY PHYSICIAN 


By C. KNIGHT ALDRICH, M. D., Associate Professor of Psychiatry, University of 
Minnesota Medical School. __A fundamental bcok on the application of psychiatric 
principles to the practice of medicine. The book is written in a clear, understand- 
able style to provide a background of psychodynamics for the medical student or 
practicing physician. Emphasis is placed on personality development and structure, 
rather than on conventional classification. The family doctor, conscientiously at- 
tempting to carry out his responsibilities to all of his patients, is the central figure 
throughout. 263 pages plus index, 6 x 9, $5.75 


GRINKER AND ROBBINS—Psychosomatic Case Book. . .. . $6.50 
OSBORN—Psychiatry and Medicine... $7.50 
VANDERVELDT AND ODENWALD—Psychiatry ail Catholicism. _. . $6.00 


ARISTON DIVISION, McGRAW-HILL BOOK COMPANY, INC. 


: 330 WEST 42nd STREET. NEW YORK 36, NEW YORK 
Please send me for 10 days’ examination * 


(_] copies PSYCHIATRY FOR THE FAMILY PHYSICIAN, Aldrich... $5.75 
[|] copies ANXIETY AND STRESS, Basowitz, et al paket. std 

] PSYCHOSOMATIC CASE BOOK, Grinker & Robbins 

PSYCHIATRY AND MEDICINE, Osborn. . 

PSYCHIATRY AND CATHOLICISM, Vanderveldt & Odenwald..... ........... 


Check enclosed 
[] M. O. enclosed 
: (Postage prepaid) 
Charge 
* Examination privileges available ONLY in Continental U.S.A. AJP 5-55 
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PPRETTES 


OUAGHIDRAL 


AQUACHLORAL 
Suppnettes® 


Chloral Hydrate in Suppository Form 


The NEOCERA Base 

A special blend of water-soluble 
waxes requiring no refrigeration. 
Advantages 


Non-barbiturate, non-cumulative 
and no gastric disturbances. Ac- 
curate and pre-measured dosage 
without any rectal discomfort or 
irritation. No leak-back after in- 
sertion. Rapid solubility assures 
prompt sedation. 

Supplied 

Aquachloral Supprettes, 5 grains 
(green), 10 grains (blue), 15 grains 
(yellow) in jars of 12. 


Professional Samples Upon Request 


The William A. Webster Co. 


MEMPHIS 3, TENNESSEE 
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PRINTING + LITHOGRAPHING + GRAVURE + BOOKS + FOLDING BOXES + LABELS 


for Printing 


Satisfaction 


_ In this new four-acre plant—one of the most modern and completely equipped 
in America—The Lord Baltimore Press produces a wide range of high quality 
printing and packaging requirements. 

Lighting and cee Mc conditions are standardized for uniform and efficient 
results. Raw materials, reproduction methods and finishing processes are under 
laboratory control. Skillful technical advice, editorial assistance and functional 
designing are available to supplement our mechanical facilities. 

Satisfying and helping the customer are our principal concerns. May we have 
an Opportunity to discuss your printing needs? 


THE LORD BALTIMORE PRESS 


Edison Highway and Federal Street 

BALTIMORE 13, MARYLAND 
NEW YORK: 477 Madison Ave. : CHICAGO: Suite 1928, 333 N. Michigan Ave. 
LOUISVILLE: Starks Bldg., 4th & Walnut St. LOS ANGELES: 1231 S. Main St. 
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HUNDREDS OF INSTITUTIONS NOW USE THE JAYNE BRYANT 
SAFETY CHECK BLANKET 


Sanforized canvas, launders easily. Ties securely 
to movable frame of hospital bed by ropes 
which pass through grommets spaced at eight- 
inch intervals. 75-inch zipper down center for 
quick access to patient. Additional zipper 30 
inches long on either side of center zipper gives 
further accessibility. Two more openings permit 
patient’s arms to be free when desirable. Zip- 
pers are strain-resistant and can be locked. 
Write, wire or phone. 


JAYNE BRYANT SAFETY CHECK BLANKET 
7610 S. EGGLESTON, CHICAGO 20, ILL. STewart 3-0140 


for emotionally disturbed children . . . 


THE ANN ARBOR SCHOOL 


. . . is a private school for children from six to fourteen, 
of average or superior intelligence, with emotional or 
behavior problems. 
. . . providing intensive individual psychotherapy in a 
residential setting. 

A. H. KAMBLY, M.D. 411 FIRST NATIONAL BLDG. 


Director Ann Arbor, Michigan 


THE SOUTHARD SCHOOL THE MENNINGER CHILDREN’S CLINIC 


Intensive individual psychotherapy in a | Outpatient psychiatric and neurologic eval- 
residential school, for children of elemen- | uation and consultation for infants and 
tary school age with emotional and be- | children to eighteen years. 

havior problems. 


Department of Child Psychiatry 
THE MENNINGER FOUNDATION 


Topeka, Kansas; Telephone 3-6494 


J. Correr HirscuBerc, M. D., Director 


1 KEENE ROAD, HARRISVILLE, N.H. TELEPHONE 2 
Twenty-four hour nursing care is provided by the nursing staff. This 
Dr. Horace G. RIPLEY staff is selected and especially trained in geriatric care, management 
Consulting Psychiatrist and rehabilitation. We operate under the supervision of the New 
Hampshire Department of Public Health. 


ANGELINE R. Gituis, R.N. 


Director We extend a cordial invitation to visit. A phone call or correspond- 


ence will provide complete information. 
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Founded 1879 


RING SANATORIUM BALDPATE, INC. 
Georgetown, Mass. 


For the study, care, and treatment of 
emotional, mental, personality, and habit at —— 


disorders. 


On a foundation of dynamic psycho- Cwerd 
therapy all other recognized therapies are 
used as indicated. For the treatment of psychoneuroses, 

Cottage accommodations meet varied personality disorders, psychoses, alcohol- 
individual needs. Limited facilities for ism and drug addiction. 
the continued care of progressive disor- 
ders requiring medical, psychiatric, or Psychotherapy is the basis of treat- 
neurological supervision. ment ; electric shock treatments, sub-coma 
and deep coma insulin therapy when in- 
dicated . 


Eight Miles from Boston 


Full resident and associate staff. Cour- 
tesy privileges to qualified physicians. 
Occupation under a trained therapist, 
ia diversions and outdoor activities. 
CuHarues E. Wuirte, M. D. 
Assistant Director G. M. Scuiomer, M. D., 


Arlington Heights, Medical Director 
Massachusetts 
ARlington 5-0081 


A MODERN HOSPITAL 
FOR EMOTIONAL 
READJUSTMENT 


@ Modern Treatment Facilities @ Occupational and Hobby Therapy 
@ Psychotherapy Emphasized @ Healthful Outdoor Recreation 
Available to Doctors  @ Large Trained Staff @ Supervised Sports 
and Institutions @ individual Attention @ Religious Services 
@ Capacity Limited @ Ideal Location in Sunny Florida 
MEDICAL DIRECTOR — SAMUEL G. HIBBS, M.D. ASSOC. MEDICAL DIRECTOR — WALTER H. WELLBORN, Jr, M.0. 
JOHN U. KEATING, M.D. SAMUEL R. WARSON, M.O. 


TARPON SPRINGS FLORIDA - ON THE GULF OF MEXICO PH. VICTOR 2.1811 
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COMPTON SANITARIUM 


820 West Compton Boulevard 
Compton, California 
NEvada 6-1185 


HIGH STANDARDS OF PSYCHIATRIC TREATMENT 


Approved by JOINT COMMISSION ON ACCREDITATION OF HOSPITALS 


HELEN RISLOW BURNS, M.D. G. CRESWELL BURNS, M. D. 
Assistant Medical Director Medical Director 


Established in 1915 


ESTABLISHED 1911 


WESTBROOK SANATORIUM 


private psychiatric hospital em- Staff PAUL. MD. 
ploying modern diagnostic and treat- REX BLANKINSHIP, M.D. 
ment procedures—electro shock, in- Medical Diseceor 

sulin, psychotherapy, occupational and 
recreational therapy—for nervous and 


mental disord probl of 


R.H. CRYTZER, Administrator 
addiction. 


THOMAS F. COATES, M.D. 


P. O. Box 1514 RICHMOND, VIRGINIA Phone 5-3245 
Brochure of Views of our 125-Acre Estate 
Sent on Request 
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MILWAUKEE SANITARIUM FOUNDATION, INC. 


Wauwatosa, Wisconsin 


er P'4¢- Maintaining the highest standards 


since 1884, the Milwaukee Sanitarium 
Joser A. Kinpwa.t, M. D. ati i ; 5 
pee A. Ernes Bh Foundation continues to stand for all 
T. KRADWELL, M. D. 
Benjamin A. Ruskin, M. 


D. 
ag D. and treatment of nervous disorders. 


Tames A. Atston, M. > artic se 
Photographs and particulars sent on 


request. 


that is best in the contemporary care 


Warpvo W. Buss, Executive Director 


COLONIAL HALL— 
One of the 14 Units in “Cottage Plan” 


North Shore Health Resort 


on the shores of Lake Michigan 


WINNETKA, ILLINOIS 


NERVOUS and MENTAL DISORDERS 
ALCOHOLISM and DRUG ADDICTION 


Modern Methods of Treatment 


MODERATE RATES 


Established 1901 Fully Approved by the 
Licensed by State of Illinois American College of Surgeons 


SAMUEL LIEBMAN, M.S., M.D. 
Medical Director 
225 Sheridan Road Winnetka 6-0211 


be 
Z 
Z 
ry 
| 
XXX 
: 


HIGHLAND HOSPITAL, INC. 


Founded in 1904 Asheville, North Carolina 
Affiliated with Duke University 


A non-profit psychiatric institution, offering modern diagnostic and treatment pro- 
cedures—insulin, electroshock, psychotherapy, occupational and recreational! therapy— 
for nervous and mental disorders. 


The Hospital is located in a seventy-five acre park, amid the scenic beauties of the 
Smoky Mountain Range of Western North Carolina, affording exceptional opportunity 
for physical and nervous rehabilitation. 


The OUT-PATIENT CLINIC offers diagnostic services and therapeutic treatment for 
selected cases desiring non-resident care. 
R. CHARMAN CARROLL, M.D. ROBT. L. CRAIG, M.D. 


Diplomate in Psychiatry Diplomate in Neurology and Psychiatry 
Medical Director Associate Medical Director 


FAIR OAKS 


INCORPORATED 


Summit, New Jersey 


A 70-BED MODERN, PSYCHIATRIC HOSPITAL FOR 
INTENSIVE TREATMENT AND MANAGEMENT OF 
PROBLEMS IN NEUROPSYCHIATRY. 


20 MILES FROM NEW YORK CITY TELEPHONE SUMMIT 6-0143 


Oscar Rozett, M. D., Tuomas P. Prout, Jr., 
Medical Director Administrator 
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HIGH POINT 
HOSPITAL 


PORT CHESTER, NEW YORK 
WEstmore 9-4420 


Emphasis is on analytically oriented psychotherapy, each patient receiving three 
to five therapeutic hours per week; ratio of one active psychotherapist for every five 
patients. Physiologic forms of treatment are available; therapy administered by at- 
tending psychoanalysts, and residents in advanced training under the immediate super- 
vision of the director; staff of medical and surgical consultants (for psychosomatic 
studies) near New York City. 


ALEXANDER GRALNICK, M.D., F.A.P.A., Director 


WILLIAM V. SILVERBERG, M.D., F.A.P.A. STEPHEN P. JEWETT, M.D. 
Chief Consultant in Psychotherapy Chief Censultant in Clinical Psychiatry 


RutH Fox, M.D., Associate Consultant L. Ciovis Hraninec, M.D., Associate Consultant 
Attending Psychiatrists: StrepHEN W. Kempster, M.D.; MERVYN ScHACHT, M.D. 


Associate Psychiatrists: Leonarp C. M.D.; Sytvia L. GENNIS, Leonarp Gotp, M.D., 
F.A.P.A.; Danie, L. Goupstein, M.D., F.A.P.A.; Simon H. Nacier, M.D 


Psychologists: Learrice Styrt SCHACHT, M.A.; MILDRED SHERWOOD M.A. 


Con Steg: KennetTH M. Gana, D.; Gynecology, H. Haroip Giss 
T. Massucco, M.D., C.S.; nternal Medicine, NATHANIEL J 
“ACE: J. RopMaN, M.D., F.C.C.P.; Irvine J. Gratnicx, D.DS. 


HARWORTH HOSPITAL 


525 E. Grand Blvd., Detroit 7, Mich. Phone WA 3-4300 


A private hospital for the diagnosis and treatment of NERVOUS, EMO- 
TIONAL, ALCOHOLIC DISORDERS and DRUG HABITUATION. 


CHARLES G. KILLINS, M. D.— WERNER SCHMIDT, M. D.—Chief of Staff 
Director NATHAN KALICHMAN, M.D. 
, M.D. FRED SWARTZ, M.D. 
LOUIS BASSETT, M.D. ELLIOT LUBY. M.D 
JACK PEARLMAN, M.D. 


CLEARVIEW 


ON THE KRATZVILLE ROAD 
EVANSVILLE > INDIANA 


A PRIVATE HOSPITAL 

FOR THE hegre OF PATIENTS SUFFERING FROM NERVOUS AND MENTAL 

.COHOLISM AND DRUG ADDICTION. BUILDINGS FOR 
DISTURBED AnD CONVALESCENT PATIENTS. NEW DIAGNOSTIC-TREATMENT 
BUILDING AIR-CONDITIONED THE YEAR ROUND. 

Hydrotherapy Clinical Laboratory EKG and BMR Equipment 
Stereoscopic X-Ray + Equipped for Surgery + Electro phalograp 
ALBERT J. CREVELLO, M. D. 

Diplemete, American Beard of Psychiatry and Neuvrelegy, inc. 
Tel. 5-6181 Medical Director 
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Even the closed units at Hall- 
Brooke have private rooms, as 
=" comfortably furnished as pos- 
sible. In this private psychi- 
atric hospital, the emphasis is on active treatment, analytically- 
oriented psychotherapy, and the various somatic therapies. 


Hall-Brooke 


Greens Farms, nox 31, Connecticut 


Telephone: Westport, CApital 7-5105 


George S. Hughes, M.D., Medical Director Heide F. Bernard 


Leo H. Berman, M.D., Clinical Director Samuel Bernard semmensions 


KEEP AND PROTECT 
YOUR JOURNALS 


IN THIS NEW 
VOLUME FILE CASE 


ATTRACTIVE 
INEXPENSIVE 
SERVICEABLE 


$2.00 each: 3 for $5.00 


ORDER DIRECT FROM 
AMERICAN JOURNAL OF PSYCHIATRY 
1270 AVENUE OF THE AMERICAS, N. Y. 20. 
WHEN ORDERING, PLEASE SPECIFY VOLUME NUMBERS 
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CHESTNUT LODGE 


MEDICAL DIRECTOR CLINICAL DIRECTOR 
DextTeR M. BuLiarp, M.D. Marvin L. ADLAND, M.D. 


CONSULTANT IN PSYCHOTHERAPY DIRECTOR OF RAPY 
FrRiIeEDA FROMM-REICHMANN, M.D. Orro A. WiLL, JR., M. 


CLINICAL ADMINISTRATORS 
Georce H. Preston, M.D. Rosert W. Gisson, M.D. CHARLES A. Baker, M.D. 


ASSOCIATES 
Cuiay F. Barrirtt, M. D. Jarut E. Dyrup, M.D. CLARENCE G. ScHuLz, M.D. 
DONALD BURNHAM, M.D. JoHN P. Fort, Jr., M. D. F. M.D. 
JOSEPH Coxe, M.D. Mivtron G. M.D. Rocer L. SHapiro, M.D. 
C. M.D. NorRMAN C. Rintz, M.D. NAoMI K. WENNER, M.D. 


CLINICAL PSYCHOLOGIST INTERNISTS CONSULTANT IN GERIATRICS 


Marcaret J. Riocw, Pu. D. WILLIAM W. M.D. Epwarp J. Sriecuirz, M. D 
CorINNE Cooper, M.D. 


ROCKVILLE MARYLAND 


The HAVEN SANITARIUM, INC. 


ROCHESTER, MICHIGAN 


M. D. A psychoanalytically-oriented hospital 
no Se ni for the diagnosis and treatment of 


JOHN D. WHITEHOUSE, M.D. 
Clinical Director nervous and mental illness. 


GRAHAM SHINNICK Registered with A.M.A. 


a Member of American and Michigan 
Telephone: OLive 1-9441 Hospital Associations. 


IMPORTANT 


WE ARE DESIROUS OF OBTAINING 
100 COPIES OF THE MARCH 1955 ISSUE 


WE WILL PAY 75c PER ISSUE PLUS POSTAGE COSTS 


SEND TO: 


AUSTIN M. DAVIES, BUS. MGR. 
AMERICAN JOURNAL OF PSYCHIATRY 
1270 Ave. of The Americas, Rm. 310 
New York 20, New York 
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WINDSOR HOSPITAL 


CHAGRIN FALLS, OHIO Phone: CHestnut 7-7346 


A hospital for the treatment of Psychiatric Disorders. 
Booklet available on request. 


JOHN H. NICHOLS, M. D., Medical Director RUTH D. SIHLER, Director 


MEMBER: American Hospital Association — Central Neuropsychiatric Hospital Association 
National Association of Private Psychiatric Hospitals 


APPROVED: by the Joint C ission on Accreditation of Hospitals 


1954-1955 
LIST OF FELLOWS AND MEMBERS 


$1.00 a copy for Members of the A.P.A. 
$2.00 a copy for Non-Members 


Gentlemen: I enclose $ 


Membership Directory. 


Mail to: EXECUTIVE ASSISTANT 
AMERICAN PSYCHIATRIC ASSOCIATION 
1270 AVENUE OF THE AMERICAS, Room 310 


New York 20, New York 
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TECHNICAL EXHIBITS 


Convention Hall, Atlantic City, New Jersey 


The members of The American Psychiatric Association have always shown interest in the 
Exhibit Sections of the meeting and, therefore, the exhibits have been carefully selected 
fox newness and applicability in this particular field of medical practice. You are cordially 
invited to visit the exhibit sections, and any comments or suggestions you have to offer 
will be welcome. 


AMERICAN PSYCHIATRIC ASSOCIATION MEETING 
INDUSTRIAL EXHIBITS 


The American Laundry Machinery Co.—Booth 17 
The Anderson School—Booth 82 

Association of American University Presses—Booth 3 
Ayerst Laboratories—Booth 79 

The A. W. Barnhart Co.—Booth 51 

Beacon House—Booth 81 

Bilhuber-Knoll Corp.—Booth 74 

Robert Brunner Publishers—Booths 53 and 54 
Burroughs Wellcome & Co.—Booth 62 

L. E. Carpenter & Co.—Booth 86 

Chamberlin Co. of America—Booths 71 and 72 
Charles Sales Co.—Booth 14 

Ciba Pharmaceutical Products—Booth 37 

The Coca-Cola Co.—Lounge 

Detroit Steel Products Co.—Booths 77 and 78 
Devereux Schools—Booths 55 and 57 

Drug Specialties—Booth 80 

Edin Company—Booth 35 

Encyclopaedia Britannica—Booth 63 

Fellows Medical Manufacturing Co.—Booth 50 
Otis E. Glidden & Co.—Booth 6 

Grune & Stratton, Inc.—Booth 58 

Hill Laboratories Co.—Booth 76 

International Universities Press, Inc.—Booth 55 
Lektra Laboratories—Booth 16 

J. B. Lippincott Co.—Booth 59 

The Macmillan Co.—Booth 36 

McGraw-Hill Book Co.—Blakiston Division—Booth 73 
Medcraft Electronic Corp.—Booth 4 

Miles Reproducer Co.—Booth 40 

Modernophone, Inc.—Booth 9 

Offner Electronics, Inc.—Booths 11, 12, and 13 
Physiological Chemicals Co.—Booth 75 

Dr. Reuben Reiter—Booths 27, 28, and 29 

R. J. Reynolds Tobacco Co.—Booth 1 

Sandoz Pharmaceuticals—Booth 52 

W. B. Saunders Co.—Booth 47 

Sharp & Dohme Division of Merck Co.—Booth 60 
Smith, Kline, and French Laboratories—Booths 68, 69, and 70 
E. R. Squibb & Sons—Booth 61 

Truscon Steel Division of Republic Steel Corp.—Booths 83 and 84 
The Williams and Wilkins Co.—Booth 66 
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THE ULTIMATE GOAL IS 
ADJUSTMENT OF 
THE “WHOLE CHILD” 


The psychologic value of all aspects of 
treatment, training and education is care- 
fully considered for each child at The 
Woods Schools. The ultimate goal is adjust- 
ment of the ‘‘whole child,” physical, intel- 
lectual and social. Each child is taught to 
handle practical situations, acquire good 
work habits, accept responsibility, mect 
social situations, enjoy social experiences, 
and to function at the maximum of his or 
her ability as an individual and as a mem- 
ber of the group. 


MEDICAL STAFF 
Leslie R. Angus, M.D., Director of Psychiatric Services 
and the Child Research Clinic 
William L. Noe, Jr., M.D., Director of Medical Services 
Eugene B. Spitz, M.D., Neuro-Surgery Consultant 


PSYCHOLOGICAL STAFF 


Myrtle E. Wampler, M. A. 

Fritz Stirmer, M. A. 

Kathryn Burchard, M. A. 

Gisela Ungurian, M. A. 

Paul M. Forest, M. A. 

Frank P. Bakes, Ph. D., Attending Consultant in Speech 
Ruth M. Strang, Ph. D., Attending Consultant in Reading 


Edward L. Johnstone, 
President 


THE Woops SCHOOLS 


A non-profit organization, founded in 1913 
LANGHORNE, PENNSYLVANIA 
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one of the first residential “special” schools in America to b: 
dynamically oriented in all of its dealings with children. 

The Devereux Plan is a Dynamic Plan, in which the psycho- 
dynamic philosophy finds expression and direct application in a 
score of widely separated, fully equipped and staffed, boarding 
schools, It enters into every activity in each of these “units” — 
from class work to week-end house parties, from remedial read- 
ing to art and music therapy, sports, and other extracurricular 
activities. 


At Devereux, a constant interchange of medical, psychological, 
psychiatric, and academic disciplines combines within an analytic 
framework to rebuild young lives. An exceptionally high staft- 
student ratio, supplemented by in-service training for all per- 


sonnel, makes this nonprofit group of schools unique in its service 
to youth. 

For the child with a learning disability, the child with emo- 
tional or developmental problems, or the child with impaired in- 
telligence, the Devereux Schools offer optimum facilities for help 
within the residential setting. 

We invite you to see for yourself, a: any time, how the 
Devereux Plan operates. Or, if you wish written information, 
we invite you to write to 

Joun M, Barctay, Director of Development 
Devereux Schools, Devon, Pa. 


Schools 


UNDER THE DEVEREUX FOUNDATION 
Helena T. Devereux, Director 


Santa Barbara, Cailifornia Devon, Pennsyivania 
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